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Durine illness, or before an operation, 

sleep is particularly necessary; yet fear 
and worry often rob the patient of needed 
rest. In such cases the use of a safe and 
effective sedative is advisable. 

Ipral Calcium has been used for more 
than twelve years as a safe sedative and 
hypnotic. It induces a sound, restful sleep 
closely resembling the normal, from 
which the patient awakens calm and gen- 
erally refreshed. Ipral is readily absorbed 
and rapidly eliminated, its effect being 
chiefly confined to a selective action on 
the higher cerebral centers. In therapeutic 
doses no untoward organic or systemic 
effects have been reported from its use. 

Ipral Calcium (calcium ethylisopro- 
pylbarbiturate) is supplied in 2-gr. tab- 


MADE BY E. R. SQUIBB & SONS, MANUFACTUR!?: = 
CHEMISTS TO THE MEDICAL PROFESSION SINCE 10° 


when a fu |! 


is important 


lets and in powder form for use as a 
sedative and hypnotic. 

Ipral Sodium (sodium ethylisopropyl- 
barbiturate) is supplied in 2-gr. tablets 
and capsules for hypnotic use and in 
4-gr. tablets for preanesthetic medication. 

Tablets Ipral-Aminopyrine (2 gr. 
Ipral, 2.33 gr. Aminopyrine Squibb) 
provide both analgesic and sedative 
effects. 

Ipral Calcium (Powder) is available in 
1-oz. bottles. Tablets Ipral Calcium 2 gr., 
Tablets Ipral-Aminopyrine 4.33 gr., Tab- 
lets Ipral Sodium 2 gr. and 4 gr. and 
Capsules Ipral Sodium 2 gr. are available 
in bottles of 100 and 1000. 


For literature address Professional Service 
Department, 745 Fifth Avenue, New York. 
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Physician in attendance day and night. 
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WHEN DEALING WITH CANCER 
consider the utility, accessibility and 


LOW-COST OF RADIUM THERAPY 


LEASING PLAN: Equivalent to radium ownership without CAPITAL 
investment. You keep possession continuously. We pay 
insurance and upkeep. 50 milligrams for $22.50 per 
month; 100 milligrams $40.00. Larger amounts in pro- 
portion. The initial lease is for a period of one year. 
New radium. Modern platinum containers. 


RENTAL PLAN: Any quantity available by special delivery express. 
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range. The basic rate is $10 for 50 milligrams for 36 
hours actual time of application. 

PURCHASE PLAN: Radium in ali forms available for purchase in any 
quantity at the lowest price in the history of the radium 
industry. 


RADON: Radon in ALL-GOLD implants at $2.50 per millicurie. 
THE COMPLETE SERVICE FOR RADIUM USERS 
Telephone RANdolph 8855, or write or wire 
RADIUM AND RADON CORPORATION 


Marshall Field Annex Building 25 E. Washington St. 
CHICAGO, ILLINOIS 


= 
3 
: 
5 


| SSR 


I | 


JUNE, 1937 


VITAMIN REQUIREMENTS OF MAN 


IV. VITAMIN B, 


@ The multiple nature of vitamin B has been 
definitely established by intensive research 
within the past decade. Considerable quan- 
titative information is now available con- 
cerning the requirements of certain species 
of animals for the various factors contained 
in the vitamin B complex. At the present 
time, however, the anti-neuritic vitamin B,; 
is the only one of these factors for which the 
minimum requirement for man can be postu- 
lated. 

Beriberi-preventing diets of Chinese coolies 
and natives of Java have been estiraated to 
contain 200 International units of vitamin 
B, (1). Practical use is made of knowledge 
such as this in the Philippines, where the 
Bureau of Science, in a successful effort to 
combat beriberi, dispenses tikitiki (vitamin 
B; concentrate from rice polishings) con- 
taining approximately 200 International 
units of vitamin B, per daily dose. 


It is generally agreed that the absolute re- 
quirement for this factor may be variable, 
depending upon such factors as size and 
caloric intake of the individual. However, 
equations have been derived which take into 
consideration some of these variables and 
are useful in estimating the adult vitamin B, 
requirement (2). 

Application of these equations indicate that 
approximately 225 International units of 
vitamin B, per day are required for the aver- 
age American adult. The average daily in- 
fant requirement has been estimated to be 


50 International units, increasing to 200 
units at the time of adolescence (1). The 
League of Nations Technical Commission 
recommends a daily intake of over 150 In- 
ternational units for pregnant and lactating 
women (3). 

While it may be possible to estimate the 
daily intake of vitamin B, which will pre- 
vent clinical beriberi, it is not yet possible 
to state the minimum amount of the vitamin 
which, when imposed on an otherwise ade- 
quate diet, will promote optimum nutrition. 
There is increasing belief that some of the 
vague disorders, noted clinically, may be in 
reality manifestations of suboptimal vitamin 
B, intake (4). 

Today, we have the new concept of nutrition 
which recommends the intelligent inclusion 
in the varied dietary regime of foods with 
known nutritive values—thereby insuring 
that the individual is not dwelling in “the 
twilight zone of nutrition”. Thus has arisen 
the concept of “protective foods”. 

Results of formal bio-assay have established 
many commercially canned foods as valu- 
able sources of vitamin B, (5). 
Incorporation in the diet of the wide variety 
of foods—made available throughout the 
year by commercial canning—will assist in 
the acquisition of an adequate supply of 
vitamin B;, as well as other members of the 
B complex, essential to human nutrition and 
usually occurring in nature along with the 
antineuritic factor (6). 


AMERICAN CAN COMPANY 


230 Park Avenue, New York City 


‘car (3) 1936. Nutr. Abst. and Rev. 5, 855 


(4) a. 1936. J. Am. Med. Assan. 106, 261 
b. 1935. Ibid. 105, 1580 


(1) 1934-35. Am. Pub. Health Assn. 
Year Book. Page 70 


(2) The Vitamin B Requirements of 
Man. G. R. Cowgill Yale Uni- 
versity Press. New Haven. 1935 


(5) a. 1932. Ind. Eng. Chem. 24, 457 
b. 1932. J. Nutrition 5, 307 
c. 1934. Ibid. 8, 449 
d. 1935. Ibid. 11, 383 


(6) 1934. U.S. Pub. Health Rpts. 49, 754 


ize, for your convenience, the conclusions about canned foods which cu- 
thorities in nutritional research have reached. We want to make this 
series valuable to you, and so we ask your help. Will you tell us on a 


This is the twenty-fifth in a series of monthly articles, which will summar- E CEP) 


AMERICAN 


The Seal of A 


thatthe 
statements in this advertisement are 
acceptable to the Council on Foods 
of the American Medical Association. 


post card addressed to the American Can Company, New York, N. Y., 
what phases of canned foods knowledge are of greatest interest to you? 
Your suggestions will determine the subject matter of future articles. 
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DIARRHEA 


“the commonest ailment of infants 
in the summer months” 


(HOLT AND McINTOSH: HOLT’S DISEASES OF INFANCY AND CHILDHOOD, 1933) 
One of the outstanding features of DEXTRI-MALTOSE is 
that it is almost unanimously preferred as the carbohydrate 
in the management of infantile diarrhea. 
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Just as DEXTRI-MALTOSE is a carbohydrate modifier of choice, so is CASEC (calcium caseinate) an 

accepted protein modifier. Casec is of special value for (1) colic and loose green stools in breast-fed infants, 

(2) fermentative diarrhea in bottle-fed infants, (3) prematures, (4) marasmus, (5) celiac disease. 
MEAD JOHNSON & CO., EVANSVILLE, IND., U. S. A. 


When requesting samples of Dextri-Maltose, please enclose professional 
card to cooperate in preventing their reaching unauthorized persons. 
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Vacation 


@ The summer traveler or camper frequently 
accepts chances of infection by Endamoeba his- 
tolytica. Unguarded water supplies, food prepared 
by unknown hands, the unavoidable presence of 
the housefly—ali contribute to the possibility of 
ingestion of the cysts of this organism. 
Throughout the year the physician has many 
occasions to consider amebiasis in the differen- 


tial diagnosis, inasmuch as 5 percent to 10 
percent of the population of the United 
States is infected. The symptoms of amebic 
infestation are protean and suggestive of a 
variety of diseases of different etiologies. 
Carbarsone, Lilly (p-carbamino phenyl- 
arsonic acid), is effective in treatment, is of low 
toxicity, and is usually successful without sup- 
plementary medication. It may be given orally 
in capsules or tablets, or it may be administered 
by retention enema. Supplied in 0.25-Gm. pul- 
vules; in 0.05-Gm. and 0.25-Gm. tablets; in boxes 
of six 2-Gm. vials; and in one-ounce bottles. 


ELT LILLY AND COMPANY 


Principal Offices and Laboratories, Indianapolis, Indiana, U. S. A. 
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PRESIDENT’S ADDRESS 
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The President’s address is an opportunity to 
express his appreciation to the membership for 
the honor conferred upon him. It has been a 
privilege and a pleasure to fill this position. 
There have been many difficult problems to 
consider and through your help certain ac- 
complishments have been attained. 


The past three years have convinced us that 
the order is changing. Many new things, some 
evolutionary, some that seem almost revolu- 
tionary, have been given us for consideration 
as a state and national problem. The Social 
Security Plan has given to the states many ac- 
tivities that heretofore have been carried on 
through the private practitioner. The next 
few months we must coordinate the activities 
of this program and medical practice. The very 
fine work of Dr. Forrest Loveland and his 
committee and Dr. E. C. Duncan and his com- 
mittee was influential in writing into the law 
those things that would give organized medi- 
cine proper consideration. We are indebted to 
them. The incoming President will see to it 
that the practitioner is properly protected by 
information relative to this new set-up. 


Organized medicine is faced with the prob- 
lem of shaping its own affairs. The report of 
the Committee on the Cost of Medical Care, 
with the majority report favoring some form 
of state medicine, the minority report favor- 
ing the attitude of the American Medical Asso- 
ciation, that the care of the sick is the problem 
of the medical profession, has provoked much 
comment both favorable and unfavorable. The 
layman, regardless of his mental attainment, 
ordinarily is unable to grasp the viewpoint of 
the ethical medical profession. He does not 
see the problems or the dangers of state medi- 
cine that are very apparent to every informed 
member of the medical profession. He does 


not appreciate that medical service is not a 
fabricated article that can be regulated by the 
cost of production and the cost of distribution 
alone. This unfortunate situation leaves us 
but one alternative, active participation in an 
educational program looking toward protective 
legislation to preserve the best things in medi- 
cine. 

There have been many studies of the sub- 
ject made, more, I think, with the idea of 
proving that some form of state medicine is 
essential than with the thought of actually 
getting the facts for an intelligent solution. 
However, the most recent one that has come to 
my desk is by the American Foundation and 
constructively covers the subject. 

This work is a compilation of the ideas ob- 
tained from some five thousand letters received 
from twenty-one hundred medical men. The 
first group contacted were men who had been 
in practice twenty years or more. The second 
group were those in practice five years or less. 
Then, the third group was that group between 
five and twenty years in practice. It was 
thought that possibly there would be some di- 
vergence of opinion between these groups. The 
final conclusion is that there is not much dif- 
ference in opinion, with this observation, that 
the young man, five years or less out of school, 
being in contact with those out-patient groups 
who were either indigent or on relief, naturally 
was sympathetic toward some proper provision 
for their care. In this report they have taken 
up practically every subject that could be con- 


‘sidered, starting with the premise that “‘the 


consideration” is ‘‘what is best for the sick 
patient”. The first subject considered is: ‘‘Is 
adequate medical care now generally avail- 
able?”” This naturally brought on criticisms 
and observations of the present situation. Some 
held that we have too many doctors, some that 
we have not enough, some that there is an im- 
proper distribution of men; others held that 
we do not have nearly enough good doctors, 
but too many that are not rendering a service 
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that is adequate, either because of personal 
limitation or for some other reason. 

The second general heading was the views 
on the general principles and considerations 
that sbould underlie the organization of medi- 
cal care. In this chapter the general economic 
situation is discussed, explaining that the pres- 
ent question has arisen as a part of the general 
economic problem and raising the question as 
to ‘‘why pick on medicine’. The suggestion 
was offered that perhaps with the passing of 
the depression the problem will be altered. It 
further goes on to discuss whether it is the bet- 
ter health of the race, rather than organizing 
and distributing medical care, that has a need 
for consideration. Birth control and caring for 
the hopelessly defective are given thought. The 
question is, ‘“Whose responsibility is the health 
of the individual?’”’ The individual himself 
should be the first concerned and responsible. 
However, it is evident that the health of the 
community, as a whole, is a more paramount 
issue of the state than it is a problem of phy- 
sicians whose first concern is the individual. 

There is a discussion of the public concep- 
tion of health as a controlling factor. Serious 
thought is given to the fact that the public as 
a whole is not discerning in evaluating ade- 
quate medical care, cannot recognize the scien- 
tific values and shows the wildest extravagance 
in expenditures due to the deception of quacks 
and medicine promoters of various sorts. This 
naturally raises the question of the education 
of the people to a higher and more compre- 
hensive conception of health as a necessity. My 
personal observation is that this is where the 
medical profession must come into its own in 
education, both with a general public educa- 
tion plan, and with continual day-by-day in- 
struction by the physician, of the people, as to 
the values of definite proper medical services. 
Governmental help is considered in all its 
phases. It is criticized and analyzed for and 
against. We all recognize the value of the 
government in certain phases of medicine. We 
have our Federal Bureau of Public Health and 
our State Department. The State Board of 
Health of Kansas was established through the 
activities of this Society, and it has served us 
well. The medical profession has profited as 
much as the laity, and this state agency fills a 
definite need. The activity of this state agency 
should be thoroughly coordinated through and 
with the Kansas Medical Society and each 
county society. 

The doctor-patient relation and free choice 
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of physician raises several questions. First, we 
must recognize that all physicians are not what 
they should be. There are those members of 
the regular medical profession that, while they 
may be honest, are definitely not up to stand- 
ard. There is another group who, though 
competent, could be placed in the medical pi- 
rate class. The third group who are competent, 
ethical, and personally willing to consider both 
the patient’s physical needs and to evaluate his 
economic ability to meet his obligations. The 
fourth, of course, the quack and the charlatan 
who prey upon the ill. 

There have been definite evolutionary 
changes that have taken place because of the 
changes in our economic life. The medical 
profession has met the majority of these half 
way. It still cares for the indigent and those 
on relief whether they are being paid for it or 
not. In certain communities they have been 
paid by public funds. In the majority of the 
communities these groups have been cared for 
through all the years that have passed by the 
regular practitioners without pay. We cer- 
tainly have been going through a social evolu- 
tion in the last generation and have developed 
a class which assumes that the world or the 
government owes them a living with all the 
appurtenances, which would include medical 
care. Assuredly, if this goes on, some means of 
birth control of this group should be put into 
effect. If medicine is going to answer the ques- 
tion as to what we shall do, the quality of the 
care rendered will be the final determining 
factor. 

The chapter on medical education is full of 
information. It is a cross-section of opinions 
relative to the problems from the educator's 
standpoint; some taking the viewpoint that 
doctors should be culled at the source, and only 
those persons who are qualified mentally and 
temperamentally to practice medicine should be 
permitted to have the doctor’s degree. Un- 
fortunately, that does not make a permanent 
solution. Those persons who are unable to 
carry the work in a medical school go to a 
cultist school, are graduated before the mem- 
bers of their matriculation class, and go out to 
become pirates, lacking the ethical conception 
of the needs of the patient, and trained with 
the whole idea of practicing upon the human 
sick for money. There are many communities 
in Kansas where there is no regular medical 
attendant, but his place has been taken by a 
cultist who is serving that community, render- 
ing a service that is about equal to that of the 
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doctor of the small place of forty years ago— 
certainly not any better. 

Other problems considered in this compila- 
tion, in the order given, are: ‘‘Specialization’”’; 
“Group Practice’; ‘“The Place of the Hospital 
in the Organization of Medical Care’; “‘Public 
Health Organizations’; ‘Experimentation 
with State, County, and Community Plans’; 
“Health Insurance’; and ‘‘Limited State Medi- 
cine and Private Practice’. Time does not 
permit any lengthy discussion of these various 
phases of medicine. The advantages and dis- 
advantages of all are given consideration in a 
thoroughly unbiased manner. This work of- 
fers the best compilation of opinions that has 
come to my hands. One observation is that 
the thing we need to be doing is planning for 
the future rather than formulating a plan that 
we are going to put in as a definite solution. 
Conditions will change from year to year. 
What might seem a proper solution today in 
five years from now would be entirely wrong. 
The responsibility of the medical profession 
does not cease in this state of social-and econ- 
omic flux but must be continued. That it has 
been a serious time to many members of our 
profession we do not deny. That it has of- 
fered opportunities to others of our profession 
who have a socialistic bent is equally apparent. 

Out of it has come a definite awakening of the 
whole profession to the fact that we do not 
live alone. There are certain of us who take 
the viewpoint that we are responsible to our 
patients alone, that we will not accept any 
outside responsibility. However, it has reached 
the place where we must realize that if our 
interests are to be preserved we should be sit- 
ting in the councils which are formulating the 
new plans as they are developed. I am not 
arguing for or against any of these things. My 
personal reaction is that of an individualist, 
and my feeling and my habit have been to 
build a practice upon that basis, but to fail 
to recognize that we are confronted with the 
question of the changing order of things would 
be unwise indeed. The American Medical As- 
sociation has taken a very definite stand upon 
the subject. In the Pennsylvania Medical 
Journal of March, 1937, Dr. Charles Gordon 
Heyd, President of the American Medical As- 
sociation, has an article under medical econ- 
omics, headed “‘Organized Medicine and 
Health Insurance’. I wish to quote parts of it. 

“We believe (1) that all features of medical 
service in any method of medical practice 
should be under control of the medical profes- 


239 


sion. No other body or individual is legally 
or educationally equipped to exercise such con- 
trol. 

““(2) That no third party should be per- 
mitted to come between the patient and his 
physician in any medical relation. All the re- 
sponsibility for the character of medical service 
must be borne by the profession. 

““(3) That patients must have absolute 
freedom to choose a doctor of medicine who 
will serve them from among all those qualified 
to practice and who are willing to give service. 

““(4) That in whatever way the cost of 
medical service may be distributed, it should 
be paid for by the patient in accordance with 
his means and in a manner that is mutually 
satisfactory. 

(5) That medical service must have no 
connection with any indemnity cash benefits. 

“The insurance principle as applied to hu- 
man sickness is acceptable only in buying hos- 
pital lodging and accommodations, food, and 
general nursing care. The insurance principle 
applied to the employment of professional 
services will fail because there is inherent in it 
defects that depend upon the variability of 
human beings. Medical service is not a me- 
chanical gadget that can be fabricated. Medical 
service is the relationship of a physician and a 
patient, and both are animated human indi- 
viduals, both equipped with their own per- 
sonal psychology and the character of the 
medical service rendered is the application of 
scientific knowledge plus certain intangibles to 
the patient’s medical problem. This is not an 
insurance proposition that can be calculated or 
estimated upon an actuarial basis. 

‘No patient should have cash benefits for 
being sick. Is it reasonable to suppose that a 
man, being sick, not working, in a hospital, 
being supplied with physical accommodations, 
food, and attention, and $4.00 a day while 
sick, will be anxious to return to work? 

“It has been estimated that to provide a 
comparable medical service as exists today on a 
government insurance basis would require ten 
to fourteen per cent of the payroll.” 

Sickness insurance would cover only the 
low income group. The indigent, those on re- 
lief, all rural workers and farmers would be 
left without medical provision. It would mean 
another bureaucracy unconcerned about the 
quality of medical care and with no concep- 
tion of preventive medicine. 

This discussion has been necessarily brief, 
sketchy, and has touched only the highlights. 
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However, in concluusion, I think we are war- 
ranted in the following observation: 

First, it is the obligation of the medical pro- 
fession to care for the sick. This implies that 
we shall maintain a high degree of personal 
efficiency, that services shall be rendered with- 
out neglect, that the patient shall have the ad- 
vantage of consultation, the proper laboratory 
opinions, and the advantages that come from 
working as groups. Many small communities 
can be given the advantage of group practice 
and group opinions, even though those phy- 
sicians practicing there are not connected in a 
business way, if they will work out the proper 
ethical attitude. 

Second, we should do everything within 
our power to coordinate the activities of the 
State Health Department in immunization, 
care of indigent expectant mothers, care of 
crippled children, and in every other activity 
that has been delegated to the State Board of 
Health by the Social Security program. By 
so doing, the local medical units will receive 
the proper consideration and the public will be 
benefitted by the service that can be rendered. 

Third, it is a personal obligation for each 
individual to carry on a continuous educa- 
tional program in his daily contacts with. pa- 
tients, so that the laity may be informed of the 
advantages of regularly trained and licensed 
practitioners of medicine. 

Fourth, there is no group in the state that 
carries a greater potential political power if 
they care to exercise it in a non-partisan way 
in the formulation and the application of the 
various social aspects which are being passed on 
to us by legislative enactment. 

We can, and we must, accept our duty as 
citizens to conserve the essentials of proper 
medical care and to protect the public from un- 
workable socialistic schemes. 


Therapeutic Claims Questioned.—The Federal Trade 
Commission has ordered the makers of St. Joseph aspirin 
to cease representations that their product gives quicker 
relief than other aspirins and is the “‘best thing in the 
world” to stop pain. Prohibited also were misleading 
claims as to purity and as to protection afforded by the 
wrapper. 

False representations concerning the therapeutic ef- 
fects of electric belts and electric inscles made by the 
Electric Appliance Co., Burlington, Kans., are alleged in 
a complaint issued by the Federal Trade Commission. 

The complaint states that no physiological function 
or pathological condition of the body will be changed 
in the slightest degree through use of either or both of 
the products. Misrepresentation of salesmen’s earnings 
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is charged in the respondent's advertising for help wanted. ee 8-8. Society May 4, 1937. 


THE MANAGEMENT OF INJURIES OF 

THE FACE AND JAWS WITH SPECIAL 

REFERENCE TO THE COMMON AUTO. 
MOBILE INJURY 


EARL C. PADGETT, M.D.* 


Kansas City, Missouri 


On an average injuries of the soft tissues and 
the bony framework of the face receive a type 
of care which is less compatible with what 
elsewhere in the body would be considered 
good surgical care. Although the proper repair 
of a wound of the soft tissues is well known to 
certain individuals in the surgical profession, 
one would judge that the knowledge of the 
principles of the care are not as commonly 
known as they should be, if the intermediate 
and late results that one sees are allowed as evi- 
dence. It is rather common knowledge that 
fractures in this region receive on an average 
poorer care than fractures elsewhere in the 
body. The general surgeon usually pays little 
attention to the fractures of the jaw bones and 
very often the dentist is not thoroughly enough 
grounded to carry out with wisdom the princi- 
ples entailed. 

At the present time a great many of the 
injuries to the face are caused by automobile 
accidents. In 1935 automobile accidents 
caused approximately 36,000 deaths and un- 
questionably a far greater number of severe 
injuries. Usually in such injuries the face does 
not entirely escape. But more tragic than the 
oft stressed sudden death is the suffering that 
some of these deformities of the face cause. For 
women especially the long bitter years of 
mental agony caused by cicatricial deformities 
is of extreme importance and even in men very 
often the psychological handicap imposed by 
disfigurements does help to blight an otherwise 
promising career. 


TYPE OF INJURY CHARACTERISTIC OF 
AUTOMOBILE ACCIDENTS 

Although the principles of the care of 
wounds of the soft tissues and wounds of the 
bony framework of the face are the same no 
matter what the cause of the injury, it may be 
well in passing to point out that the auto- 
mobile characteristically causes two general 
types of injuries. The first and the less common 
is the injury which characteristically is sus- 
tained by the driver—the so-called ‘‘steering 
post injury’. The second and more common 


*From the Surgical Department of the University of Kansas 
of Medicine. Delivered at the 78th Annual Session of the 


| 
( 


240 

a 


is the injury often sustained by guest pas- 
sengers. The driver very often escapes serious 
injury because of the support given by the 
steering wheel. But sometimes he may relax 
his hold on the wheel and fall asleep. Then 
his chin is likely to strike the center of the 
steering wheel, causing laceration and fracture 
of the mandible. When the force of the impact 
is greater any part of his face may be thrown 
into the center of the steering wheel or his 
chest may be crushed by impact against the 
steering wheel post. Guest passenger injuries 
constitute about seventy-five per cent of severe 
crushing facial injuries and the majority of the 
victims are young women. (Fig. 1.) They 
have no support in front of them. When the 
speed of the car is suddenly lessened the head 
is thrown into the instrument panel or front 
seat which often results in lacerations and 
crushing of the mid portion of the face, in- 
cluding the maxilla, the nasal and the malar 
bones as well as the orbital rims. Sometimes, 
even if the bony framework is not injured, the 
fact that the patient is thrown into the glass 
windshield explains a certain type of long and 
deep incisive wound of the soft tissues. 


PRELIMINARY EXAMINATION 


After such injuries, of course, the first thing 
to do is to make a careful inspection which 
should include separation of the soft tissues to 
the depth of the wound. The position of the 
facial nerve and such structures as the parotid 
duct should be borne in mind. Whether or not 
such structures have been severed is important. 
The facial bones should be carefully palpated. 
With both index fingers the examiner should 
carefully palpate the supra and infraorbital 
bony rim and the zygoma. Separation of the 
attachments of the malar bone and fracture of 
the zygoma may thus be detected. Sometimes 
depression of the malar bone may be recog- 
nized by intraoral palpation with the index 
finger. The nose should be carefully palpated 
and if there is any question concerning frac- 
ture, an intranasal examination should be made. 
One should carefully palpate the maxilla and 
the mandible both externally and from within 
the oral cavity. It is almost unnecessary to 
point out that there are no two bones in the 
body which may be as thoroughly palpated 
with the finger as the mandible and the maxilla. 
Maxillary and mandibular fractures are usually 
easily recognized. It is seldom that a roent- 
genogram is necessary for the mere diagnosis of 
mandibular or maxillary fractures if one care- 
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fully inspects the teeth and carefully palpates 
the two bones for any displacement or ab- 
normal mobility. Fractures of the ramus or 
the condyle, however, may be somewhat dif- 
ficult to detect. When fracture is suspected, 
good roentgenograms may be necessary to be 
absolutely certain of the diagnosis. 
TREATMENT 

For the sake of description the care of facial 
injuries may be divided into two types—in- 
juries of the soft tissues and injuries of the bony 
framework. 


Figure 1 
Photograph of a girl who sustained a very severe crushing 


injury of the nasal bones and anterior wall of both maxillary 
bones. The anterior wall of the maxillary bones was crushed 
inward into the antral cavity and the infraorbital rim was 
crushed downward and backward. The nasal bones were 
shoved backward into the nasal fossa along with the soft 
tissues. Immediately after the accident an entrance was 
made into the canine fossa, the antral cavity and the anterior 
wall of the maxilla was raised forward and the infraorbital 
rim was pushed upward into its proper position. Both antral 
cavities were then pack with vaseline gauze. Besides this 
the nasal bones were pried forward and molded into as g 
a position as possible. Both nasal fossa were packed with 
vaseline gauze. The lacerated wounds of the soft tissues 
were then carefully sutured with interrupted silk after very 
slightly debriding the skin edges where they seemed ragged. 
The packs were removed on the third day and were replaced 
again twice for a period of two days each time. 

The re- 


A. Injuries of the Soft Tissues: 
marks concerning the injuries of the soft tissues 
of the face may appear rather elementary. How- 
ever, I am inclined to think that one can very 
nearly judge a surgeon’s ability by watching 
the manner in which he repairs a lacerated 
wound. And about the face this is particularly 
true. After careful inspection, the first thing 
to do is to thoroughly clean the wound. All 
foreign bodies should be removed. Although 
one should conserve tissue whenever possible, 
often it is best to—by a process of careful de- 
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bridement—change the lacerated wound into 
an incised wound. About the face, however, 
this debridement should. not be radical enough 
to lead to any ultimate distortion. When the 
likelihood of such seems to be the case one will 
be wiser if the wound is allowed to heal by 
secondary intention—the final repair being 
postponed until later. Very valuable tissue 
necessary to an eventual good result thus may 
be preserved. The debridement of the skin con- 
sists of carefully paring and freshening the skin 
edges so that the incision becomes a vertical one 
with the surface. About the face—because of its 
abundant blood supply—one can usually de- 
pend, to a considerable extent, upon thorough 
irrigation of the wound with some non-irritat- 
ing fluid. In the depth of the wound one 
should remove tissue which is definitely devital- 
ized. After this careful debridement, the wound 
is closed. (Fig. 1.) 

The principles of wound closure should be 
an old story by now but very often one sees 
wounds in which it is evident that they have 
not been carried out. Unless the wound con- 
nects with a cavity harboring bacteria one 
should coapt the deep tissues carefully. A fine 
suture should be used. In many cases fine silk 
is good. But one may do just as well with fine 
catgut. All dead spaces should be obliterated. 
In the closure of the skin a subcutaneous suture 
may be of value but ordinarily if one uses small 
sharp cutting needles and very carefully takes 
pains to coapt the edges of the skin in such a 
manner that they fall at right angles to the sur- 
face, as good a scar will result as when one uses 
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a subcuticular suture. The two skin sutures of 
the most value are very fine waxed silk or horse- 
hair. When the wound is going to be a dry one 
silk is just as good as horsehair. But horse- 
hair sets in the tissue better when the surface 
of the wound is moist. Sutures should be in- 
terrupted, as a rule, and ordinarily should be 
placed as close together as every eighth of an 
inch. One should strive for absolutely accur- 
ate coaptation of the skin. (Fig. 1.) When 
there is little tension the sutures or at least most 
of them should be out by the end of the third 
day. It may seem that undue emphasis is placed 
upon this matter of suturing the wound, but 
so often one sees the wound sutured in a very 
rough manner with large heavy suture ma- 
terial such as large dermo or silk worm gut or 
even that most abominable of all skin sutures, 
rather heavy catgut, that some emphasis on this 
point may not be amiss. 

On the face, the type of wound which 
usually causes the most ultimate disfigurement 
is a wound which has been cut obliquely to the 
surface. When such a wound heals the scar 
which forms in the incision contracts and gives 
a narrower base to the overlying tissues which 
causes the tissues above the scar base to become 
bunched. Thus, the surface has an uneven 
contour. Therefore, often when a very slant- 
ing wound of the skin is present, it may be well 
to get rid of the thin skin and subcutaneous 
tissue. The point is to bring together the skin 
edges and immediate subcutaneous tissue on 
some slight tension so that the incision is co- 
apted at right angles to the surface by proper 


(a) Drawing of elevation of the nasal bones. As an elevator some narrow straight, smooth pointed instrument is used. 
A narrow straight sound makes a good instrument. The bones are elevated into the proper position with the right hand 


and with the left hand the contour of the bony framework of the face is palpat 


ed. Immediately after the bones are put 


into their proper position, the nose is packed tightly with vaseline gauze in an upward direction. No splint which might 


press downward is placed on the top of the nose. 


(b) Method of entering the antrum through the canine fossa and molding the anterior antral wall forward and the 


infraorbital rim upward as it curved downward and backwa' 


(c) Gillies’ method of raising a depressed malar bone. The incision is made back of the temporal muscle and a strong 
ge is placed in beneath the temporal muscle behind the bone so leverage may be obtained of the lateral side of 
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paring and readjustment of the edges of the 
skin and subcutaneous tissue. 

Especially for the oblique wound or when 
a pedicled flap has been used in the readjust- 
ment but also in wounds where there is likely 
to be a subcutaneous accumulation of blood or 
serum, it will be found that healing will be 
much smoother and quicker without the likeli- 
hood of infection if a very definite pressure 
dressing is used. Such a dressing not only pre- 
vents accumulation of secretions within the 
depth of the wound but it presses out the edema 
of the flap. Not only is immediate healing 
better but often there is less contracture from 
scar when the proper amount of pressure has 
been used. To gain an even resilient pressure 
nothing has been found which is superior to 
the wet marine sponge. Immediately next to 
the wound a layer or two of gauze is placed; 
then the sponge is bandaged snugly over the 
incision or flap. This dressing is allowed to 
become dry in its position, after which it be- 
comes firm and forms more or less of a cast- 
like mold. 

On the face, no drainage is needed for the 
average wound. But if the wound communi- 
cates with a cavity containing bacteria, or if 
it is impossible to completely obliterate a dead 
space, some provision for drainage must be 
made. In the small wound a rubber dam drain 
may be sufficient but in the larger wound small 
rubber tubes may be more efficient. 

Not all wounds of the face are of the in- 
cised or lacerated type. Occasionally one sees 
injuries in which a large part of the surface has 
been destroyed. Such a condition may follow a 
sliding, peeling type of force or a burn. Very 
often on the face when one encounters a wound 
of this type one is wiser if the surface is al- 
lowed to heal by granulation. The type of 
skin graft which gives the best surface covering 
on the face grows with much greater certainty 
when a clean field can be obtained. At this 
later time allowance may be made for contrac- 
tures and heavy scars may be removed and the 
area resurfaced. 

B. Wounds of the Bony Framework: As a 
general rule, whenever possible, the sooner a 
dissolution of the bony framework is cor- 
rected and held in correct position the better. 
The deformities which depression fractures 
cause after the immediate swelling of the soft 
tissues has disappeared is so marked and so 
very difficult to correct properly that all effort 
should be bent toward their early replacement. 
Immediately after fracture, malposition of the 
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bony framework of the face is usually relatively 
easy to correct. But after firm union has re- 
sulted, a satisfactory correction may be almost 
impossible. 

The average doctor, because of his unfami- 
liarity with this field, views fractures of the 
bony framework of the face with a certain 
amount of hesitation. Very often he adopts a 
“do nothing”’ policy. This he should be en- 
couraged not to do. 

(1) Nasal Fractures—The nasal bones oc- 
cupy a prominent position on the face and are 
very commonly fractured. Because swelling of 
the soft tissues develops rather quickly, it is 
very easy to overlook a nasal bone fracture— 
especially the crushing type. Under cocain- 
adrenalin anesthesia inside for the mucosaand no- 
vocain anesthesia for the outside, it is wise when 
in doubt to make a more careful examination. 
For purposes of exploration a small straight 
sound should be placed inside the nose. With 
the sound one may lift up on the bones and 
determine whether or not there has been any 
displacement. If there has been no displace- 
ment, no harm is done. But if the bones are 
displaced by means of a lifting force the bones 
may be removed into their proper position. 
(Fig. 2a, Fig. 1.) Ordinarily no splint is 
necessary to maintain correct position. Pres- 
sure on top of the fragments is contraindicated. 
Simple packing with vaseline gauze in an up- 
ward direction in a rather firm manner for two 
or three days acts as a support. When one 
wishes to maintain support for a longer time 
the packs are removed and replaced until the 
induration about the fragments has become firm 
enough so that they are held in good position. 
By this type of early care even when the frag- 
mentation has been considerable, good po- 
sition of the nose may be obtained. 

(2) Malar Bone Fracture—A depressed frac- 
ture of the malar bone if not properly treated 
leaves a conspicuous depression above the bone. 
Every effort should be made to restore the bone 
to its former position. Many methods have been 
recommended for accomplishing this purpose. 
These methods are based upon two principles: 
First, some instrument with a cork screw or 
hook end is inserted through a small incision in 
the anterior cheek in such a manner that the 
bone is grasped and pulled forward. If the frac- 
ture is not too firmly impacted, such a procedure 
may be successful. Two, from behind through 
an incision through the temporal muscle an 
instrument is passed beneath the muscle, be- 
hind the malar bone from above the zygoma. 
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Figure 3 


(a) Lateral roentgenogram of a fracture in which the lower part of the upper jaw was _ completely separated from the 


upper part of the upper jaw and base of the skull. 


This was due to an 


(b) The head gear which was used to bring the upper jaw in position after the upper teeth were wired to the lower 


teeth. The lower jaw was used as a splint for the upper jaw. 
lateral straps were made from heavy elastic. This he 
elapsed at which time he could breathe through his nose. 


By leverage pressure against the skull one at- 
tempts to throw the bone forward. (Fig. 2b.) 
By this method considerable power may be 
thrown under the bone. Most fairly recent 
fractures can be replaced by this method. And 
even if replacement is not possible by the 
method alone we may separate the four bony 
attachments of the bone with a chisel after 
which it may be pried forward. 

(3) Depressions of the Anterior Maxillary 
Wall—Very often following severe crushing 
injuries of the face, the anterior maxillary wall 
is crushed inward. When the anterior part of 
the maxilla is driven into the antrum, a rather 
marked contoural defect of the front of the face 
is the result. When the infraorbital ridges are 
depressed and possibly knocked downward or 
backward into the orbit, if the infraorbital 
ridge is allowed to remain out of place the eye 
will drop downward and the inferior oblique 
muscle of the eyeball will be impeded in its 
function. Besides a staring defect of the pal- 
pebral fissure and a contoural defect of the in- 
fraorbital region, this very often causes the 
patient to have double vision. Fortunately, if 
cognizance is taken of it early it is compar- 
atively easy to correct. The easiest way and the 
best way to correct these deformities is to enter 
the antrum through the canine fossa and with 


is head gear was made from an old felt hat and the 


ad gear was not placed on the jaw until about ten days 


a silver sound mold the bones forward into 
their proper position. The infraorbital ridge 
is moved upward until it seems to be in its 
proper position, and the anterior wall of the 
antrum is rounded out into its normal form. 
(Fig. 2c and Fig. 1.) Following replacement 
of the bony fragments very often the antrum is 
packed with vaseline gauze, which is left in 
place for two or three days. If, after this period 
it is decided that the bony structures still need 
some support, the gauze is removed, the antrum 
irrigated and the gauze is carefully replaced. 
With a spray cocain (four per cent) and ad- 
renalin (fifteen to twenty drops to the ounce) 
is applied to the antrum for local anesthesia. 
(4) Fractures of the Maxilla and the Man- 
dible Proper—For the fixation of these frac- 
tures one broad principle usually suffices. For 
fractures of the body of the mandible, it has 
long been known that if the maxilla were not 
fractured and the teeth were present the maxilla 
formed an admirable splint for the lower jaw 
when the lower teeth were fixed to the upper 
teeth. It has not been so generally recognized 
that the same principles in an inverse manner 
may be applied to fractures of the maxilla. Be- 
cause of this fact, a great many complicated 
and unusually unnecessary maxillary splints 
have been devised. In other words, when the 
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lower jaw is intact, it may be used for a splint 
and for support to hold the upper jaw intact. 
In such a case if the lower teeth are wired to 
the upper teeth, it necessarily follows—when 
one holds the lower jaw in its proper position 
—that the fractured upper jaw must unite with 
the teeth in occlusion. 

Besides the matter of fixation of the bony 
fragments in fracture of the mandible especially 
—but also in fractures of the maxilla—it often 
is necessary to take into consideration that the 
fracture is a compound one and that a tooth in 
the line of fracture acts as a foreign body or as 
a sequestrum in a case of osteomyelitis. In 
maxillary fracture on account of the position 
of the bone dependent drainage is given spon- 
taneously. In fractures of the body of the man- 
dible such is not the case. As a rule, if at the 
time of fracture, there has been considerable 
disruption of the soft tissues about the line of 
fracture, dependent drainage is to be advised. 
Less sequelae of the nature that follow an in- 
fected fracture will result. For the same reasons 
although there are certain exceptions it is ad- 
visable to remove the tooth or teeth in the 
line of fracture. 

A. Fractures of the Maxilla: Roughly one 
sees two types of fractures of the maxilla. First, 
the maxilla may be broken off on one side 
through the upper part of the alveolar ridge or 
the lower part of the maxilla itself. If the other 
side is sound, this fracture may be taken care 
of very efficiently by wiring the upper teeth to 
the sound side of the lower teeth. The op- 
posite side of the jaw is used to support the 
loosened fragment. Secondly, the more dif- 
ficult type of fracture of the maxilla, insofar 
as management is concerned, is complete sepa- 
ration of both bones from the base of the skull. 
As the bony structures are held up only by soft 
tissues, the lower fragments drop forward 
somewhat. For the care of this type of fracture 
many complicated splints have been devised. 
Either a metal cast or heavy wires are attached 
to the upper teeth. To whatever appliance is 
attached to the teeth, wire arms are brought 
forward out of the corner of the mouth. The 
arms are then bent backward towards the ear. 
By means of some type of more or less fixed 
head cap these wire arms are fixed in relation- 
ship to the skull. In other words, the upper 
jaw is held upward when the arms of the splint 
are attached to the skull appliance. To make 
a splint of this type is quite a task. If such 
appliances are improperly made or adjusted the 
upper teeth, after union has occurred, may not 
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be in prover alignment or occlusion with the 
lower teeth. When the splint and the head 
appliance are properly constructed, very good 
results are obtained when the case is managed 
by this method. When a considerable amount 
of bone has been lost this undoubtedly is often 
the best type of appliance to use. Within re- 
cent years frequently the head appliance has 
been made with plaster Paris. 

Recently we have used a simpler method 
than the preceding and the results have been 
good. The method assures proper occlusion of 
the teeth after healing has occurred. At first we 
do not try to replace the maxillary fracture 
until most of the swelling and edema have dis- 
appeared, that is, not until after about ten or 
twelve days following the injury. Not until 
the patient is able to breathe freely through his 
nose is anything done more than to assure the 
patient a proper airway through the mouth. 
During this time the nose is irrigated with a 
saline and adrenalin solution every two or 
three hours. After the air passages through the 
nose have become clear the upper teeth are 
wired to the lower teeth. .A skull cap is placed 
over the skull. A chin cup is placed beneath the 
chin and body of the mandible. Between the 
chin cup and skull cap are placed rather strong 
elastic bands—two on a side. These bands are 
placed in such a manner that the chin and body 
of the mandible are lifted upward. The princi- 
ple is to use the mandible as a splint and form 
for the maxilla. (Fig. 3a, b.) 

This method assures proper occlusion and 
if the elastic bands are tightened sufficiently, 
the upper jaw is brought into proper position 
rather quickly. The method has the advantage 
of simplicity. Almost any one can do it and 
it has given us good results. 

B. Fracture of the Body of the Mandible: 

(a) A large variety of dental splints 
have been recommended for use in the 
management of fractures of the body of 
the mandible. But when there has been 
no bony loss for the vast majority of 
fractures of the mandible, dental splints 
are unnecessary. The principle of using 
the upper jaw for a splint to hold the 
lower jaw in position after the lower 
teeth are wired to the upper teeth is the 
most simple method. 

A bilateral fracture of the submental 
region may be difficult to hold in place by 
wiring the lower to the upper teeth be- 
cause of the spasm of the genio-hyoglossus 

muscles. In such a case one may resort to 
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placing circumferential wires entirely a- 
round the body of the mandible after 
which they may be run posterior to the 
alveolar ridge, through the palate and 
across the floor of the nostril and then 
downward beneath the upper lip. By this 
method the mental piece of bone can be 
held firmly upward in apposition with 
the maxilla. 

(b) Fracture at the Angle: 

Fracture of the angle sometimes is dif- 
ficult to treat properly. The difficulty in 
such a fracture is the tendency of the 
muscles of mastication to pull the ramus 
of the jaw forward. When this happens 
and union occurs the patient will not be 
able to open his mouth. 

There are two methods of handling 
this type of fracture. When the third 
molar is present often the ramus frag- 
ment inpinges against the tooth and the 
ramus is held downward and backward 
by it. When this is the case the third 
molar should not be pulled but should be 
left in position for a period of about three 
weeks. Immediately the lower teeth are 
wired to the upper teeth. After about 
three weeks the soft tissues about the 
fractures have become firm enough to hold 
the distal fragments in place. (Fig. 4b 
and 5a.) Now with care one can remove 
the third molar to prevent its continued 
action as a foreign body. Usually this is 
not difficult as it will be found to be 
considerably loosened. When the third 
molar is absent or does not hold the ramus 
downward or backward, the most ef- 
ficient method is to fix the ramus in its 
proper position by means of a wire which 
is anchored to a skull cap for a base. A 
small incision is made posterior to the 
angle of the jaw. The posterior border 
of the ramus is exposed. (Fig. 4c, and 
5a, b.) A hole is drilled in the bone and 
a silver wire is passed through the hole. 
A plaster skull cap is placed on the head 
in which a heavy wire hook is im- 
bedded. The hook extends down below 
and posterior to the lobe of the ear. The 
silver wire is then attached to the heavy 
wire hook of the plaster head gear. In the 
past we have united the ends of the bones 
with silver wire but this method usually 
caused some sequestration about the silver 
wire and sometimes interfered somewhat 
with union. Usually a secondary pro- 
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cedure was necessary to get the silver wire 
out. The method recommended is superior 
in that these secondary sequelae do not 
occur. On the other hand, a head cast is 
not always a comfortable appliance. 

(c) Fracture of the Ramus: 

One usually has no trouble in taking 
care of fracture of the ramus if one simply 
wires the lower teeth to the upper teeth. 
By this method good position ordinarily 
will be obtained. 

(d) Fracture of the Condyle: 

All that is necessary in most fractures 
of the condyle is to wire the lower teeth to 
the upper teeth until union is obtained. 
It used to be thought if the condyle turned 
forward due to the pull of the external 


Figure 4 

(a) Drawing showing the position of a fracture at the 
angle when the third molar is absent. The ramus tends to 
come upward and forward. If union is allowed to occur in 
this position, the patient will not be able to open his mouth. 

(b) Drawing showing the third molar in position. When 
this occurs the ramus is held backward and downward in 
fairly good position due to the fact that the fragment im- 
pinges upon the third molar. 

(c) Drawing of a good method of treatment for angular 
fracture when the ramus is not held backward by the third 
molar. The apparatus consists of a head cast in which a wire 
hook is placed so that a second wire can be run through a 
hole in the posterior part of the ramus. This second wire 


is tiehtened when hold'ng the ramus downward and back- 


pterygoid muscle, that proper function 
would not be obtained. Unless the for- 
ward projection is very marked usually 
this is not true. Later, it will be found 
that the jaw can be opened and closed 
fairly well even though the condyle is 
not exactly in its proper position. 

There is one little trick which may aid 
one in getting the condyle into relatively 
good position when it tends to be turned 
forward. Before one starts to wire the 
teeth together if the mouth is opened and 
the ramus is pushed upward so that its 
condylar neck falls forward, one may be 
able to get in contact with the condylar 
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fragment and it may be possible to hook 
some of the roughened edges of the bone 
over each other and then when the man- 
dibular teeth are brought up against the 
maxillary teeth, the condylar head tends 
to be pushed backward into a position 
which is more nearly normal. We have 
been able to do this in several cases. The 
patient, of course, has to be under a general 
anesthetic for such a maneuver to be suc- 
cessful. 

(e) The Edentulous Fracture: 

The simplest and best method of hand- 
ling an edentulous fracture of the body 
of the mandible is to use a splint shaped 
somewhat like a dental tray or even to 
use the lower denture if it has not been 
broken. The splint or the lower denture 
is placed over the lower alveolar ridge. 
Circumferential wires are placed about the 
mandible. The wires are then drawn 
tightly over the splint or denture and 
twisted. Thus, by means of a bridge sup- 
port the fragments are held in their proper 
position. 


(f) Fractures of the Mandible in Children: 


It is not possible to wire the lower 
teeth to the upper teeth in children, as a 
rule. The teeth will not stand the neces- 
sary traction. Therefore, in this particular 
type of case sometimes it is necessary to 
make use of a dental cast which is cemented 
to the teeth. 


LATE DEFECTS 

The late defects of these injuries largely fall 
into three groups. In Group I the soft tissues 
may not have been properly readjusted orig- 
inally in their proper relationship to each other. 
When it becomes evident that this is true, as 
soon as the wound has been thoroughly healed 
for a few weeks, one can go ahead and correct 
the maladjustment which should have been 
corrected in the first place. In Group II fall 
those injuries in which a large part of the sur- 
face is destroyed. Accidents which cause the 
patient to slide across a rough surface and 
burns give typical examples of this class of in- 
jury. These injuries may be described as two 
dimensional defects or areal defects. On the 
face usually if such injuries are allowed to heal 
by granulation, heavy keloidal scar and con- 
traction may form but later these can be re- 
moved. 

The point is that on an average the type of 
skin graft (Thiersch or split skin graft) which 
one has to use to cover a granulating surface 
usually does not result in giving a good ap- 
pearance on the face. The types of skin grafts 
(the stent, split, or the full thickness skin 
graft) best adapted to the repair of superficial 
facial defects should not be attempted on the 
face except in a clean non-granulating raw 
bed. When the proper time is selected for 
the repair of surface defects of the face the re- 
sults that may be obtained may be quite re- 
markable. In Group III fall the cases where 


Figure 5 
(a) Roentgenogram of a fracture at the angle in which the third molar is present and holds the ramus in its proper 


Position. 


(b) Roentgenogram of a fracture at the angle in which the third molar is not present so that the ramus came forward. 


on roentgenogram was taken after a wire had been plac 


igure 4c. 


ed on the ramus and attached to the headgear described in 
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the principle defect is one of contour. These 
defects are of the three dimensional type—not 
only is there a defect of area but one of depth. 

Some of these soft tissue defects may be cor- 
rected by the transfer of a pedicled flap from 
some other area. The thickness of the flap may 
be sufficient to fill up the defect. For another 
type of defect, when a circumferential scar is a 
particular disadvantage a free transplant of fat 
may give the most pleasing final result. One 
has to remember, however, that any fat trans- 
plant will atrophy about fifty per cent during 
the first year after transplantation. The ma- 
jority of contoural defects show some mal- 
position or loss of the bony framework as well 
as a soft tissue defect. Usually the best tissue 
for filling out such depressions so that good 
contour is restored is cartilage. Especially is this 
true about the nose, the supraorbital ridge, the 
lower jaw, the infraorbital rim and over the 
antrum or the malar bone. Cartilage heals in 
permanently, will stand considerable amount 
of trauma and if properly cut and properly 
fitted to the defect largely will obliterate the 
depression. 


Besides these areal or two dimensional de- 
fects and the contoural or three dimensional 


defects, whole organs such as the nose or the 


ear may be lost. Fortunately, a good workable 
imitation of these regions can now be built by 
the use of pedicled flaps from the soft tissues 
for the covering and cartilage for the frame- 
work. An example is that of a boy who had 
his entire ear removed in an accident and the 
entire ear was rebuilt by pedicled flaps from 
the neck and cartilage from the rib. 


In conclusion, it may be said that facial dis- 
figurements are a source of considerable mental 
anguish and not infrequently engender a 
psychologic handicap which may ruin a social 
and business career. On an average, these in- 
juries are not handled as well as they should 


be. But when proper care is given, quite re- 
markable results will be obtained. When proper 


early care is available to the patient, usually 
that is sufficient. In case the early care has not 


been all that it should be or the original lesion 
was a particularly severe one, after healing has 
occurred reparative procedures have been de- 
veloped so that most of the disfigurement can 
be eliminated. At the present time the auto- 
mobile contributes the greatest number of these 
injuries to the face. 
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INSULIN SHOCK THERAPY: A CRITI- 
CAL REVIEW 


ROBERT T. MORSE, M.D.* 
Topeka, Kansas 


The aim of this paper is that of a review of 
the major publications dealing with insulin 
shock therapy in schizophrenia as originally 
described and later refined by Sakel of Vienna 
and today used, in an experimental fashion, 
throughout the world. 

The literature is as yet not extensive and 
might even be described as meager since much 
is but translations and paraphrases of Sakel’s 
reports, while many other references when in- 
vestigated prove to be editorial comments of a 
general nature or statements of current investi- 
gations which amount to little more than pro- 
tocols. 

Before proceeding to the history of the 
chronological development of this new thera- 
peutic attack, brief comment may be made of 
the previous role of insulin in psychiatric 
practice. No sooner was insulin isolated in 
1922 than physiologists began to investigate 
in detail its various physiological actions and 
possible usages in the non-diabetic patient. It 
was soon touted as a valuable aid in stimulat- 
ing appetite and so was empirically used in the 
treatment of the undernourished patient, and 
later in the undernourished psychotic patient. 
As is so commonly the case with new therapies, 
it was soon ascertained that its applicability 
was limited and all too frequently a temporary 
gain in appetite and weight was followed by a 
weight loss, when the treatment was suspended, 
so that the net result was the same or an even 
poorer condition. In passing, a hypothesis is 
offered as to the reason insulin treatment of 
malnutrition in the psychotic patient, especially 
in the negativistic catatonic patient, is usually 
futile. This refusal of food we may assume is 
based not on an actual absence of physiological 
hunger, but rather upon a psychic denial of 
hunger. Certainly in such cases insulin could 
only augment a hunger which physiologically 
was already present. io 

Previous workers such as Benedek! have in- 
vestigated the effect of insulin on mental func- 
tions, while Torp? in 1932 described the bene- 
ficial effect of hypoglycemic shock in a schizo- 
phrenic patient. 

Torp, a Norwegian investigator, in 1930 in 
attempting to treat the malnutrition of a cata- 
tonic patient accidentally put the patient in in- 
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sulin shock, which was undiscovered for some 
time. Her obvious improvement following 
this so impressed him that he reported the case. 

Munn? in 1935 in the insulin treatment of 
malnutrition in catatonic stupor was unim- 
pressed with the results but commented as fol- 
lows: ‘It is of interest that during moderate 
severe insulin shock the catatonia entirely dis- 
appeared and she talked freely and moved about 
easily for an hour, just as some catatonic 
patients do under the influence of sodium amy- 
tal.”’ 

Sakel had already published his first results 
at this time but it appears that Munn was un- 
aware of them. 

It was in 1930 that Sakel* began to use 
large doses of insulin to combat the withdrawal 
symptoms seen in morphine addictions and in 
November 1933 he, by analogy, used it for its 
sedative effect in schizophrenia. 

Sakel* used insulin in combating the with- 
drawal effects of morphine in addicts since he 
felt that their disturbed state was due to in- 
creased adrenalin action and insulin was used 
for its antagonistic effect. He had found he 
could safely use large doses in addicts and tried 
the same in psychotics. 

At the start any type of schizophrenia was 
subjected to the treatment, regardless of the 
duration of the disease but at present, probably 
due to the greater incidence of success in early 
cases, the latter are preferred. 

In Vienna all diagnoses are made or con- 
firmed by Professor Pétzl who has stated that 


-he believes that the Viennese concept of schizo- 


phrenia is based more on the teachings of 
Kraepelin than those of Bleuler and hence nar- 
rower, being more of the nature of what 
Kraepelin called dementia praecox. Wilson® 
states that Bleuler’s concept includes much that 
is elsewhere called amentia, amentia meaning 
on the continent, a confusional state. 
TECHNIQUE 

The technique of the treatment is as fol- 
lows, and represents the latest available infor- 
mation regarding it since many changes have 
occurred in the past three years. However, at 
the start it must be stressed that Sakel, and all 
his co-workers both here and abroad continu- 
ally reiterate that the duration and intensity 
of each phase is strictly graduated in accordance 
with the requirements of the individual case. 
Thus the scheme of the four phases of the treat- 
ment is but an elastic outline of the suggested 
treatment. 
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Phase I consists of twelve to twenty units of 
insulin dependent on the body weight and 
general physical status of the patient. This is 
given at 7 a. m. to the fasting patient. Four or 
five hours later 150-200 grams of sugar are 
given and later the regular mid-day meal. The 
rest of the day follows the ordinary hospital 
routine. In case of marked excitement another 
injection of the same dose of insulin is given 
at 2 p. m. and neutralizing carbohydrates two 
hours later. This initial dose is increased by 
five to ten units daily, six days a week. As soon 
as hypoglycemic manifestations begin to ap- 
pear such as profuse sweating, with large drops, 
siliaorrhea of a viscid type, tremor and yawn- 
ing, the patient is ready to pass into Phase II. 
If the hypoglycemic reactions appear suddenly 
and severely it may be associated with clonic 
twitchings of the extremities, shoulder girdle 
and face. Subjectively the patient experiences 
either a sedative calm and warmth or rest- 
lessness and chilling, slight paraesthesias of the 
finger tips, palms and about the mouth. Oc- 
casionally patients complain of cardiac anxiety 
and oppression, palpitation and diplopia. The 
point at which these symptoms begin to appear, 
i.e., calm, warmth, or restlessness with chilling 
and paraesthesias marks the theoretical thresh- 
old of the shock stage or Phase II. However, 
the patient may pass immediately into coma, 
or even an epileptic seizure with even a small 
dose while in one case 240 units failed to elicit 
any physical or mental signs of shock. 


Sakel believes that old cases are more resistive 
to the influence of insulin than recent cases and 
even claims to be able to judge the duration of 
the schizophrenic state from the patient’s re- 
sponsiveness. Miiller® strongly denies this sus- 
ceptibility based on duration of the disease. 


However, despite the appearance or non- 
appearance of the hypoglycemic symptoms, ap- 
propriate carbohydrate must always be given 
four to five hours after insulin administration. 

Sakel assumes Phase II to be in progress when 
the degree of coma is such that voluntary feed- 
ing is no longer possible and nasal feeding must 
be instituted, or regardless of the coma, when a 
convulsive seizure threatens or occurs. 

The more common, and desired shock or 
coma is ‘‘wet-shock’’ so called because of the 
excessive perspiration. The convulsive seizure 
is believed by Sakel to be most common in the 
cases showing few signs of the hypoglycemia 
until the seizure supervenes. It is at this phase 
that the physician must be ready to immedi- 
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ately terminate the shock by adrenalin intra- 
muscularly and glucose either by nasal tube or 
intravenously. 

As uncomplicated coma occurs normal deep 
tendon reflexes are abolished and pathological 
refiexes occur, the Babinski, Oppenheim, etc., 
later all reflexes are lost. Occasionally a transi- 
tory hemiplegia develops, always on the domi- 
nant side. Other signs are pallor, tachycardia 
or bradycardia, fluctuations in blood pressure, 
disturbances in respiration, marked twitchings, 
coarse clonic movements, sometimes tonic at- 
titudes and movements reminiscent of the be- 
havior of the decerebrated animal. Glueck? 
believes that these movements represent an act- 
ing out of tendencies which seem to have a 
distinct bearing on the content of the patient’s 
psychosis. 

The most difficult point in the entire treat- 
ment is the determination of the length of time 
the uncomplicated coma is allowed to continue. 
Sakel believes this should continue until four 
or five hours have elapsed following the ad- 
ministration of the insulin. 

If glucose is administered by nasal tube the 
patient awakens in five to thirty minutes, and 
immediately if intravenous glucose is given. In 
the latter case additional glucose is always given 
by the nasal tube. 

Again, the number of shocks is entirely de- 
pendent on the individual case. Forty to fifty 
shocks are not uncommon before the case is 
considered to have received maximal benefit or 
treatment is considered to be of no avail. 

In an as yet unpublished paper of Sakel’s 
referred to by Glueck, Sakel has attempted to 
formulate separate managements of the three 
types of schizophrenia he recognizes, namely, 
the paranoid, catatonic and catatonic excite- 
ment. Sakel’s hypothesis is that the hypo- 
glycemic state inhibits the momentarily most 
active part of the psyche and thus makes pos- 
sible the emergence of the latent aspect thereof. 
In other words, before coma is reached, the 
hypoglycemia has inhibited and delimited the 
existing psychotic state and converts it into 
its opposite. In many cases, if not all, Sakel 
believes he has been able to observe a brief 
period of complete lucidity in the hallucinated 
and delusional patient just prior to the onset 
of the deep coma. This same patient after 
repeated shocks and improvement, will have 
progressively longer periods of lucidity in the 
non-hypoglycemic state and will become acute- 
ly psychotic again for a brief period before 
going into coma. He calls this the activated 
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psychosis. Sakel believes there is a tendency 
for fixation of the state of the psyche at the 
time hypoglycemia is interrupted and so when- 
ever possible tries to administer glucose at this 
optimum time. Of course cardiovascular col- 
lapse, convulsive seizures and the like call for 
immediate intervention regardless of the mental 
state of the patient at that instant. 


The practical application of this concept is 


-as follows: The predominantly paranoid cases 


are allowed to pass into coma which is then 
terminated after an elapsed time of four or five 
hours, in the ideal case passing through a lucid 
state prior to the onset of coma. 

The predominantly stuporous patient is 
closely watched so that if in the pre-coma stage 
he becomes activated, so that he has changed 
from a non-productive to a productive psycho- 
tic state the treatment is halted at this point. 
When this productive stage has been at least 
temporarily fixated the patient is then treated 
with deep shock as in the paranoid type. 

In the paranoid type all external stimuli are 
eliminated so far as possible while in the stup- 
orous patient every effort is made to arouse the 
patient during the hypoglycemic state. 

In respect to the patients with catatonic ex- 
citement, Sakel became quite pessimistic as to 
the efficacy of his therapy. These patients he 
treats by starting with doses of fifteen to twenty 
units t.i.d. which are increased by five to ten 
units daily. When the patient remains quiet in 
treatment the insulin is given but once daily. At 
the beginning of treatment food is used to over- 
come the resulting hypoglycemia but later sugar 
is used. Once shock dosage is reached inter- 
ruption is aimed at the moment maximum 
somnolescence is reached just prior to deep coma. 
Coma is avoided but if the patient cannot drink 
the sugar solution it has been found that pas- 
sage of the nasal tube is quite disturbing to the 
patient so coma to a degree sufficient to pass 
the nasal tube is then permitted to ensue. 

Phase III. This phase is merely a rest day, 
usually every seventh and for convenience sake 
is usually Sunday. Phase III does not con- 
tinue into Phase IV unless maximal benefits are 
believed to have occurred, or treatment is to be 
abandoned. An extra day of rest is usually 
given following undue occurrences such as 
seizures and the like. Phase IV is a period of 
stabilization or polarization and Sakel believes 
that during this period the improvement is re- 
inforced and made more permanent. Much 


smaller doses of insulin, usually ten to thirty 


« 


units are given daily followed by carbohydrates 
no later than two hours. 

Some of the various reactions observed in 
Phase II are the following: Sweating is usually 
seen, and profuse sweating is considered a favor- 
able sign. Hunger may be complained of, one 
patient eating bits of newspaper. Occasionally 
a “hunger riot’’ reaction occurs in which the 
patient becomes very excited and shouts for 
food in which case it is always given. 

It is of interest that the bradycardia seen so 
frequently in Vienna was not found in Miiller’s 
cases in Switzerland. While in Vienna tachy- 
cardia was observed at the onset of the hypo- 
glycemic reaction, bradycardia almost invari- 
ably followed, a pulse rate below forty being 
considered indication for termination of shock. 
Miller noticed persistent tachycardia in most 
cases with bradycardia seen less often. Whether 
this be due to the insulin, since according to 
Wilson a Swiss insulin (Sandoz) is used by 
Miller while Sakel uses a Danish product 
(Novo), or whether it be due to other factors, 
has yet to be explained. 

Blood pressure usually rises with a slight 
drop in the diastolic reading. 

Hadorn (a co-worker quoted by Miiller) 
was able to demonstrate electrocardiographic 
changes during shock which however were al- 
ways reversible and so no direct evidence of 
cardiac damage could be demonstrated. 

Blood sugar determinations were found by 
both investigators (Sakel and Miiller) to have 
little correlation with the clinical condition of 
the patient. While a drop of blood sugar level 
to sixty mg. is believed essential to the ap- 
pearance of a clinical reaction, it by no means 
always occurs since patients were observed who 
showed no reactions despite the fact that the 
blood sugar level had dropped to thirty mg. 
per one hundred cc. Furthermore the deepest 
stage of insulin shock does not necessarily cor- 
respond to the lowest blood sugar level. On 
the contrary the blood sugar level has been ob- 
served to begin to spontaneously rise at this 
point. 

Miiller® believes that a large part of the 
hypoglycemic symptoms are not due to the 
hypoglycemia per se but to the reaction to it, 
that is, the ‘compensatory secretion of adren- 
alin. According to Kugleman, a co-worker of 
Miller, the pounding of the heart, tremor and 
sense of oppression are adrenalin symptoms 
whereas the weakness and sweating are the 
direct result of the hypoglycemia. Epilepti- 
form seizures were much more commonly ob- 
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served by Miller than by Sakel. Miiller® ob- 
served forty-nine such attacks in a group of 
sixteen patients. Five patients had but one at- 
tack and some had as many as nine. Here again 
is a difference as yet unexplained. 

INFREQUENT COMPLICATIONS 

The various other complications include: 
(1) after-shock, occurring many hours after 
awakening, one of which eventuated in death 
in Vienna but recovery in Miiller’s case; (2) 
vascular collapse; (3) laryngeal spasm with 
cyanosis and stridor, which if it continues means 
coma must be terminated; (4) respiratory dis- 
turbances, such as Cheyne-Stokes breathing 
which if associated with other signs may be 
taken as an indication for interruption; (5) 
low temperatures are associated with both dry 
and wet shock and persist for some time after 
coma is terminated. Some times the tempera- 
tures have been so low that special thermo- 
meters were necessary, according to Wilson® 
quoting Georgi altho Gross’s® investigations 
have led him to state that the usual drop is 
but one degree C. and is corrected as soon as 
carbohydrate is ingested. 

Most patients have an amnesia for the period 
of shock, others remember it as unpleasant, 
others have little discernible feeling regarding 

Miiller also disagrees with Sakel in regard to 
the relation of dosage and duration of the 
disease and the disagreement is complete since 
Wilson® quotes Miiller as follows: ‘‘We have 
quite new cases who need one hundred to one 
hundred twenty units before they react and old 
cases who react with twenty units.’’ However, 
the average shock dose is sixty to eighty units. 
In some cases a sensitization occurs; whether 
due to true sensitization which seems unlikely 
or to an alteration in the self regulatory mech- 
anism of adrenalin discharge is unknown. 


Failure of shock has occurred in some cases 
and explanations are wanting. A particular 
batch of insulin may be defective or, as was 
the case in one instance, the patient had secreted 
sugar in the toes of his socks. 

Still another complication was found to be 
vomiting while in coma with the attendant 
danger of aspiration pneumonia. For this 
reason Sakel uses back rests and has the nurse 
turn the head of the patient to one side if 
vomiting occurs. 

Three deaths have been reported, all from 
Vienna and all occurring early in the history of 
this treatment. One was a man of twenty-five, 
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who after shock progressed to the point of 
status epilepticus and death. Post mortem re- 
vealed cerebral hyperemia, bronchitis, lobular 
pneumonia, visceral hyperemia and a dilated 
heart. The second death in a man of thirty- 
six, was a sudden cardiac death following deep 
shock and post mortem revealed a thrombosis 
of the right coronary artery with surrounding 
areas of myomalacia in the ventricular wall. 

The third death occurred in a woman of 
twenty-four; deep wet shock was followed by 
cardio-respiratory collapse and the patient after 
a febrile, unconscious course for four days died. 
Post mortem revealed acute pancreatic necrosis, 
broncho-pneumonia and a phlegmon of the 
tongue. 

No other deaths have been reported so far 
as could be ascertained by this survey. 


RESULTS 


The most comprehensive list of results are 
those given by Miiller® in November 1936 
comprising 300 cases from both Vienna and 
Switzerland. Unfortunately these results are 
not reported in detail by the Paris correspond- 
ent of the Journal of the American Medical 
Association. Miiller divided the cases into three 
groups dependent on the duration of the ill- 
ness. In Group I of less than six months dura- 
tion 89.8 percent were reported as improved and 
seventy-three per cent completely cured. Group 
II of six to eighteen months duration eighty- 
two per cent were reported improved and fifty 
per cent completely cured. Group III of eighteen 
months or over in duration reported forty-five 
per cent improved and one-half per cent com- 
pletely cured. 

Wilson® assembled data in July of 1936 
based on an examination of all statistics in re- 
gard to natural remissions and decided that the 
average for all cases was twenty to thirty per 
cent, with acute cases rising over fifty per cent 
and old ones to ten per cent. 

Work in this country with insulin shock 
therapy is still in an early stage. It is assumed 
that a number of papers on the subject will be 
given at the coming convention of the Ameri- 
can Psychiatric Association. 

Steinfield of Peoria! has reported four cases 
in which three gave a favorable outcome. 

Wortis!! reports that their results in the 
insulin ward at Bellevue are considered posi- 
tive and states a detailed report will be given 
before the convention of the American Psychia- 
tric Association. 

At Colorado State Psychopathic Hospital 
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Ebaugh”™ and his associates have treated seven 
cases and begun treatment on eight more. Re- 
sults are considered sufficiently promising to 
warrant continuation of this therapy for at 
least two years to properly evaluate it. 

Keller!® of Seattle, Washington has treated 
twelve cases and is quite enthusiastic. All but 
one case improved physically. Three women 
showed complete remissions and three marked 
improvement. One man showed complete re- 
mission, and two men that were mute now talk 
and one did not respond in any way. 


THEORETICAL CONSIDERATIONS 

Sakel, according to Glueck adheres strictly 
to a biochemical hypothesis which he en- 
deavors to sum up in the following three 
propositions: 

“1. The insulin puts a barrier between the 
cell and external stimuli, thus putting the cell 
at rest and enabling it to recuperate. He assumes 
that by keeping the pathologically conditioned 
cell-pathways in abeyance the original, normal- 
ly conditioned pathways have a chance to re- 
establish themselves. 

2. The profound, almost annihilating as- 
sault which the cell experiences during the in- 
sulin shock perhaps actually eliminates the 
recently established pathological pathways and 
in the course of recovery from shock, only the 
older, well-established, pre-psychotic pathways 
become reanimated. 

3. A general detoxication of the entire or- 
ganism occurs through the effect of the insulin 
on the entire metabolic status.” 

Glueck? has convinced himself, ‘‘that al- 
though the therapeutic approach is essentially 
of a biochemical nature, its effects insofar as 
they lead to a modification of psychopatholo- 
gical states can in no way be looked upon as 
identical with those characteristics of a strictly 
causal therapy, such, for instance, as the 
psychoanalytic therapy of a hysterical phobia. 
On the contrary, one gains the impression of a 
radical and fairly rapid generalized disturbance 
of the vegetative, neurological and psychic in- 
tegration of the patient which calls forth in its 
turn a rapid re-integration immediately upon 
the neutralization of the hypoglycemia. But in 
addition to the important role which the sugar 
metabolism plays in this catabolic and anabolic 
process psychic factors seem also to be of con- 
siderable importance.” 

Glueck mentions illustrative cases on this 
point as for example a morose, angry, nega- 
tivistic and suspicious paranoid schizophrenic 


ise 


woman who shunned all contact with others. 

During one of her earliest hypoglycemic 
states Glueck observed her hilariously excited, 
laughing and shouting, throwing herself about 
in her bed, exposing herself and calling for 
champagne. On awakening she had a total 
amnesia but was ‘much less negativistic and 
more approachable. 

Glueck is inclined to the belief that the re- 
peated insulin shocks may serve to clear the 
atmosphere, so to speak, of the neurotic and 
psychotic state, especially in view of the fact 
that these experiences of acting out are fol- 
lowed by an amnesia and thus escape ego and 
super-ego critique with its subsequent guilt and 
shame. 

After interviewing a fairly large number of 
recovered patients Glueck got the impression 
that they could be divided into two groups, 
the first one with a distinct emphasis on the 
virtues of repression, and an attitude that the 
past was best buried, while the second group 
had a definite preference for the so-called work- 
ing through and reintegration. 


If such be true a study of the tendency to 


relapse in these two groups would certainly be 
of great interest. 
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A review of the enrollment blanks of the medical 
schools of the United States discloses the fact that the 
1936-1937 freshman class is by far the smallest in 
numbers of any freshman class for many years, 5906. 
This number will be even smaller when the reports on 
students who have completed the year or who attended 
long enough to be counted as having been members of 
the class are received at the end of the academic year.— 
The Journal of the Association of American Medical 
Colleges, March 1937. 


As houses well stored with provisions are likely to 
be full of mice, so the bodies of those that eat much are 
full of diseases —Diogenes. 
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ACUTE ABDOMINAL DISEASE* 
CLAUDE F. DIXON, M.D.+ 


Rochester, Minnesota 


A large variety of conditions are included in 
acute abdominal disease, but I sha!l attempt to 
consider only a few of the more common ones. 
Any consideration of the type of abdominal 
disease which may require emergency treatment 
should include appendicitis; otherwise, no argu- 
ment might occur in the discussion. Many of 
us have already formulated our ideas regard- 
ing the management of most acute abdominal 
conditions; at least, one may say that it is dif- 
ficult to find a surgeon who will not willingly 
confess that he really believes he knows the 
best method for the care of acute appendicitis 
and its complications. I am here, I suppose, to 
make my confession along with the others. It 
is my aim to consider briefly acute appendicitis, 
acute intestinal obstruction, perforated peptic 
ulcer, acute disease of the gallbladder, and acute 
pancreatitis. 

APPENDICITIS 

It is frequently said, and I have often made 
the statement that the acutely diseased unrup- 
tured appendix offers no great problem but 
that the difficult feat lies in the management of 
those cases in which the appendix has rup- 
tured. My ideas have been changed regarding 
this point of view. The seriousness of a rup- 
tured appendix cannot be overemphasized and 
I shall attempt later to consider this problem. 
It is sad but true that death occurs too fre- 
quently following the removal of unruptured 
acutely diseased appendices and, if one actually 
collects the statistics on this subject through- 
out the United States, it seems obvious that 
the death rate is too high. The statement has 
been made many times by older contemporary 
surgeons that an appendectomy may be one of 
the most difficult of abdominal operations. I 
concur in this as I have encountered many re- 
trocecal unruptured gangrenous appendices that 
required a considerable amount of ‘‘something,”’ 
call it skill if you like, in order to remove them 
without bringing about perforation. “‘Just an 
appendix,’’ I have so often heard surgeons say 
in response to an inquiry regarding. an oper- 
ation. 

Why is the mortality too high in appen- 
dicitis? Is it not because many of us have 
minimized the danger of the surgical procedure? 

*Read before the Kansas Medical Society, held in Topeka, Kansas, 
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Within the past month a young physician came 
to me and said he was about to take the practice 
of a rural physician, that it was for this reason 
he had dropped in to spend a few days and learn 
to do some of the simpler types of operations, 
for example, appendectomy. It has been said 
that most of the deaths following removal of 
acute appendices are due to the fact that so 
many young and inexperienced men are per- 
forming the operations. Frankly, I think this 
is partly the answer. Asa rule, there should be 
little or no risk in the removal of an acutely 
diseased appendix if the surgeon is well trained. 
The mortality may be only a few per cent if 
each surgeon reviews only his own statistics, 
but to the family in which a death occurs, the 
mortality is one hundred per cent. Catas- 
trophies will occur but if the appendectomy is 
properly performed, the risk should be so small 
that every fatality would be looked on as a 
most unusual tragedy. Another reason why I 
think the mortality of appendectomy is too 
high is that the condition present often is not 
appendicitis. Generalized abdominal pain, diar- 
rhea, and possibly vomiting may occur with- 
out being due to a diseased appendix. These 
symptoms may be referable to a type of enteritis 
which is frequently erroneously diagnosed as 
appendicitis. In such cases the mistake is dis- 
covered when the peritoneum is opened. There 
is marked reddening and congestion of all the 
parietal peritoneum, the small intestine and the 
colon. If only the appendix were removed 
under such circumstances, the patient might 
make a fairly satisfactory convalescence, but 
since the surgeon is somewhat chagrined at 
finding only a shriveled appendix in such cases, 
a careful abdominal exploration may be car- 
ried out, which will produce sufficient trauma 
to cause the acute infectious process in the in- 
testinal tract to become generalized and a peri- 
tonitis may be precipitated. 1 cannot urge too 
strongly against abdominal exploration in this 
type of case. It is far better to remove a so- 
called chronic appendix without exploring, or 
simply to close the abdomen and admit error. 
Furthermore, it behooves all of us to cease 
minimizing the dangers incident to the re- 
moval of an acutely diseased appendix. There 
is grave danger if the procedure is not carried 
out by someone properly trained and, even 
then, there will be experiences that are far from 
pleasing. 
RUPTURED APPENDIX 

My opinion regarding the treatment of a 

ruptured appendix will most likely not meet 
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with the approval of all of you, but I can ob- 
tain better results if I treat the condition in the 
following manner. Let us*consider first, those 
cases in which, according to the history and 
physical findings, the appendix has perforated 
only a few hours before the patient’s admission 
to the hospital. The examination reveals 
generalized rigidity of the abdominal muscles, 
which is so marked that one frequently sus- 
pects the presence of a perforated peptic ulcer. 
Let us assume, however, that the diagnosis of 
perforated appendix is correct. In such cases, 
I make a right rectus or a McBurney incision 
and institute drainage by employing two Pen- 
rose cigarette drains, one of which is inserted 
upward toward Morrison’s pouch and the other 
is directed into the pelvis. No attempt is made 
to visualize the appendix; there is no exploring 
whatever. Such patients may have rather severe 
pain before the operation, but according to my 
experience, the pain ceases soon after drainage 
is established. Some surgeon has said that it is 
impossible to drain the abdominal cavity. That 
may be true, but in a case of ruptured appen- 
dicitis in which pus is scattered throughout the 
abdomen and there is no attempt at localization 
of the process, drains properly placed will per- 
mit free discharge of pus for several days. Then, 
about the seventh postoperative day the drains 
may be gently loosened and shortened. They 
are usually removed on the twelfth postoper- 
ative day. 

Now let us consider another type of per- 
forated appendix. A typical attack has occurred 
and the pain has become localized in the right 
lower abdominal quadrant. A few hours (six 
to eight) before the patient’s admission to the 
hospital the rather severe pain ceased suddenly, 
which indicated perforation. The physical ex- 
amination reveals muscle spasm confined almost 
entirely to the right lower abdominal quadrant. 
In this type of case, I delay surgical interven- 
tion because I have found, from experience and 
from the review of many hundreds of histories 
of similar cases, that an operation is most 
likely to bring about a generalized process when 
all nature’s efforts are being well mobilized to 
make the process a local one. Although it may 
be possible to remove such an appendix and 
have recovery ensue, my studies and obser- 
vations show definitely that the risk is much 
higher if operation is performed immediately 
than it is if medical management is instituted 
and the operation is carried out later. If sur- 
gical intervention is undertaken at once, com- 
plications such as diffuse peritonitis and pelvic 
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and subphrenic abscesses develop far too often. 

There is also the problem of the well local- 
ized appendiceal abscess. Drainage of such an 
abscess should be established after the body 
temperature has reached normal or nearly so. 

It can be seen from the foregoing consider- 
ation that I do not remove the ruptured appen- 
dix immediately. Frequently, one hears the 
statement that if the appendix is easily ac- 
cessible it may be well to remove it even though 
it is ruptured. In a large series of such cases 
which I have studied carefully the death rate 
was appallingly high following appendectomy. 
Death in many instances was due to subphrenic 
or subdiaphragmatic abscess and empyema. 
Does it not seem reasonable that removal of a 
perforated appendix would permit spread of the 
infectious process through the lymphatic struc- 
tures’? It is needless to state that an appendix 
which has perforated should ultimately be re- 
moved. I usually urge such a patient to return 
for appendectomy in two or three months. 

As stated in the beginning, the plans which 
I have so briefly outlined may not meet with 
your approval, but the following table will 
show the results in 523 cases of all types of 
acute appendicitis in which I personally man- 
aged the condition according to the methods 
described (table 1). 


Table 1 
SUMMARY OF CASES OF APPENDICITIS 
Mortality 
Per 
Type of appendicitis Cases Operation Cases| cent 
Acute, diffuse, purulent | 437/Appendectomy with- Ot | 0.0 
and gangrenous out drainage 
Ruptured, localized 38) Extraperitoneal 3 
abscess drainage 
Ruptured with diffuse 48|Abdominal drainage 5 {10.4 
and spreading 
peritonitis 
Total | 523] | 8 | 1.52 


tOne patient died twelve days after operation from exacerbation 
of a cerebral condition of long standing. The abdomen was clean. 


I am pleased to say that in cases of per- 
forated appendicitis my mortality at present is 
somewhat lower than the figures in this table 
and | attribute this decrease largely to the use 
of an anaerobic serum which was originally 
suggested by Weinberg, of the Pasteur Insti- 
tute. Sufficient time has not elapsed to say 
positively that it is of great value but Priestley 
and I have employed it in a large number of 
cases and we feel that it unquestionably is 
worth while. This serum is prepared by in- 
jecting various strains of anaerobic organisms 
into horses. The use of such a serum is sug- 
gested largely on the supposition that many 
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anaerobic bacteria are perhaps more pathogenic 
than they were formerly supposed to be. In 
giving this serum, the patient is first desensi- 
tized; then twenty c.c. of the serum in 200 to 
500 c.c. of physiologic saline solution is ad- 
ministered intravenously. Use of the serum may 
be repeated two or three times in each twenty- 
four hours. 


ACUTE INTESTINAL OBSTRUCTION 

This condition still continues to carry an 
extremely high mortality. However, I do be- 
lieve that during the past decade there has been 
definite progress in the management of acute 
intestinal occlusion for we know more about 
the changes which occur in the chemical com- 
position of the blood, and treatment is started 
earlier than it was formerly. For many years 
it was believed that acidosis was responsible 
for the death of the patient who had an acute 
intestinal obstruction; it is now realized that 
the most marked change in the chemical com- 
position of the blood is an alkalosis. 


I believe that intranasal suction, particularly 
the type suggested by Wangensteen, is the most 
worth-while maneuver yet devised for the pre- 
operative management of such patients. I have 
seen some patients, apparently dying, in whom 
decompression by nasal siphonage obviously 
saved life. If one has difficulty in passing the 
tube, the maneuver may be accomplished rather 
easily by placing the patient on his right side 
and allowing him to have frequent sips of 
water while the tube is being inserted. Roent- 
genologic examination of the abdomen while 
the patient is in a sitting position will show 
whether or not the tube has entered the duo- 
denum. It must also be remembered that 
patients lose an enormous amount of fluid by 
use of a suction apparatus and the fluid balance 
therefore must be compensated by intravenous 
and subcutaneous administration of fluids. As 
a rule, such patients should receive from 3000 
to 4000 c.c. of fluid in twenty-four hours. 
Coller has pointed out that the most prefer- 
able solution is five per cent solution of dext- 
rose. This solution is nearly isotonic and fur- 
nishes the patient with both food and water. 
Physiologic saline solution combats the toxicity 
of intestinal obstruction to a considerable ex- 
tent and should be used, but one must re- 
member that it is possible to administer an 
oversupply of salt and thereby defeat the pur- 
pose because, if the chloride content of the blood 
plasma is raised high above the normal level, 
fluid from the tissues is drawn into the circu- 
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lation and dehydration is increased. When- 
ever possible, in such cases, the chemical com- 
position of the blood should be studied. In my 
opinion, intranasal suction accomplishes two 
things: first, it is a great aid in preparing the 
patient for operation if surgical intervention 
becomes necessary; second, I have found that in 
many cases, after complete decompression has 
been brought about, the obstructed segment be- 
comes freed and an operation is unnecessary. 

Finally, I should like to warn of the possi- 
bility of closed loop intestinal obstruction. 
For example, I have seen three or four cases in 
which there was no clinical evidence of intes- 
tinal obstruction but necropsy disclosed that a 
segment of bowel, which was only eight to ten 
inches (20.3 to 25.4 cm.) in length had been 
caught in a mat of adhesions in such manner 
as te occlude it proximally and distally and 
form a closed loop. The blood supply to the 
obstructed segment was not impaired. An enter- 
ostomy or an entero-anastomosis had been 
made proximally so that the intestine was 
functioning normally and yet the patients ap- 
parently succumbed to an uncontrollable im- 
balance in the composition of the blood, which 
was characterized by an alkalosis. If therefore, 
one has a case of intestinal obstruction in which 
the occlusion has apparently been relieved and 
in which the chemical composition of the blood 
does not return to normal, exploratory lap- 
arotomy is strongly urged because, in my ex- 
perience, an occluded loop may be found to be 
the cause of the trouble. 

I feel that in cases in which acute intestinal 
obstruction has been present only a few hours, 
the condition may be rectified without great 
risk. If, however, the process has been present 
for many hours or several days, duodenal siph- 
onage should be instituted and intravenous 
therapy begun. If this treatment produces 
marked improvement, the tube may be clamped 
off in order to determine whether or not the 
obstruction has been released. If it has not, 
surgical intervention should be carried out. 
Roentgenologic examination of the abdomen 
is always of importance in determining the 
situation of the occluded segment of intestine. 

Intravenous therapy is the most important 
adjunct in supplying liquids to patients who 
have intestinal obstruction. As emphasized 
previously, care should be taken not to ad- 
minister an oversupply of chlorides and the 
solution should be given slowly; usually, the 
administration of one liter of fluid should re- 
quire two hours. 


PERFORATED PEPTIC ULCER 

The management of perforated peptic ulcer 
is of course a surgical problem. There is some 
difference in the views regarding the surgical 
procedure of choice, some surgeons believing 
that the ulcerated intestine should be excised 
and closure established by gasteroduodenos- 
tomy, others maintaining that the perforation 
should be closed and gastro-enterostomy per- 
formed. In making a decision, the length of 
time that has elapsed since the perforation oc- 
curred is of course important. If exploration 
can be carried out within an hour or two fol- 
lowing perforation, I have no doubt that either 
of these procedures might be employed with a 
comparatively low mortality. However, one 
rarely has an opportunity to care for a patient 
so soon after perforation of an ulcer; there- 
fore, it has been my plan in almost one hundred 
per cent of such cases only to close the per- 
foration. Over it, I usually suture omentum, 
and when this is not easily available, I divide 
the suspensory ligament of the liver and use 
one end of it as a patch over the anterior sur- 
face of the duodenum. About thirty per cent 
of the patients with perforated peptic ulcer who 
have come under my observation have given 
no history of previous digestive disturbance 
whatsoever. More than half of the patients on 
whom I have operated had been imbibing freely 
of alcoholic beverages at the time of the catas- 
trophe. The alcohol that is ingested may be an 
aid in rendering the gastric contents sterile. 

One of the patients was admitted to my 
service sixty-four hours after perforation of a 
duodenal ulcer, and recovered following closure 
of the perforation under local anesthesia. I 
think it can safely be said that the surgical risk 
is decidedly high in all cases in which surgical 
attention has not been given within eight hours 
after perforation of the peptic ulcer. If only 
two or three hours have elapsed since perfo- 
ration, closure without abdominal drainage 
may be considered. If there is an appreciable 
quantity of gastric contents (particles of food) 
in the peritoneal cavity, drainage seems advis- 
able. When I employ drainage, a small stab 
wound is made in the lower middle portion of 
the abdomen, midway between the symphysis 
pubis and the umbilicus, and a soft rubber 
tissue drain is then placed with the proximal 
end so situated as to afford pelvic drainage. I 
think that abscesses in this region are more 
frequent following this catastrophe than they 
are generally supposed to be. The drains 
should not be disturbed for seven to ten days, 
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after which they are removed gradually. 

A few years ago statistics on emergency sur- 
gery in one of the large eastern hospitals showed 
that the mortality following simple closure of 
perforated peptic ulcers was markedly increased 
if enemas were given within one week after the 
operation. I most certainly concur in that state- 
ment. I do not know who should be dis- 
credited for having been the first to recommend 
the use of enemas within the first few days fol- 
lowing abdominal operations, but I do know 
that it is a procedure commonly practiced. A 
careful review of hospital records showing the 
postoperative course of surgical patients will in 
many instances surprisingly reveal that the 
complications began on the second and third 
day after operation and following administra- 
tion of a barrage of enemas. Study of post- 
operative hospital charts has revealed that 
serious difficulty may have its beginning with 
a series of enemas ranging in type from a 
soapsuds enema to a more “‘palatable’’ variety 
of milk and molasses. Patients complain of 
gas pains and enemas are given. Perhaps most 
of the patients ,will be able to withstand the 
treatment, but more often than is supposed, the 
patient will become nauseated and vomit; this 
may continue for two or three days. The tem- 
perature becomes elevated, the pulse is rapid, 
and there is definite sign of shock. I have ob- 
served this picture far too often. There seems 
little doubt but that peritonitis can be pre- 
cipitated by such a procedure, especially if the 
ambitious nurse decides a “‘high enema”’ is in 
order. On my service, enemas are not included 
either in the immediate preoperative regimen 
or in the postoperative treatment. If abdominal 
discomfort (“‘gas pains’) occurs and is not re- 
lieved by a rectal tube, hot compresses are ap- 
plied to the abdomen and two or three ounces 
(sixty or ninety c.c.) of warm mineral oil or 
olive oil are gently instilled into the rectum 
and the patient is asked to retain it for four or 
five hours. The results are satisfactory and the 
colon has not been distended by a large quantity 
of water. I have reached the conclusion that an 
enema given on the third or fourth day post- 
operatively is comparable to the administration 
of a cathartic during an attack of appendicitis. 


ACUTE DISEASE OF THE GALLBLADDER 


Twenty-five years ago, the problem with 
regard to disease of the gallbladder was whether 
to drain or to remove the gallbladder. And in 
acute conditions of the gallbladder there is still 
considerable discussion as to whether a cholecy- 
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stectomy or a cholecystostomy should be car- 
ried out or whether operation should be post- 
poned. Those who believe that an acutely dis- 
eased gallbladder should be removed argue that 
the condition deserves the same type of surgical 
management as does an acutely inflamed ap- 
pendix. In a recent symposium on the subject 
there was a report of one hundred cases of acute 
cholecystic disease in which cholecystectomy 
had been performed. There were ten deaths. 
A mortality of ten per cent seems high—much 
higher than it might have been had the attack 
been allowed to subside before subjecting the 
patients to operation. Whether or not an 
acutely diseased gallbladder should be removed 
is perhaps a problem that should be solved by 
each individual surgeon. It is my opinion that 
cholecystectomy should be deferred for two to 
three weeks following an acute attack. Oc- 
casionally, tenderness of a localized character 
persists after cholecystic disease of an acute 
nature and the body temperature remains ele- 
vated to 103 degrees or 104 degrees F. In this 
type of case, I prefer to perform cholecystos- 
tomy and remove any stones that may be pre- 
sent. This can be carried out easily by the use 
of local anesthesia and with comparatively 
little risk. My reason for favoring delayed 
operation and occasionally cholecystostomy in- 
stead of cholecystectomy is that the risk of in- 
juring the common bile duct because of sur- 
rounding edema is enhanced during the acute 
stage of the disease. Certainly, the procedure is 
more difficult than is the removal of a chronic- 
ally diseased gallbladder. 


The cause of pain in disease of the gallblad- 
der has been shown recently by McGowan to 
be due in a large majority of cases to distention 
of the common bile duct resulting from spasm 
of the sphincter of Oddi. He showed that when 
an opaque substance was injected into the 
common bile duct through a T-tube the ma- 
terial would be retained in the common bile 
duct if morphine had recently been admin- 
istered. It therefore seems paradoxical that 
morphine should be employed during the acute 
phase of a gallbladder colic. In small doses it 
often will be found actually to increase the 
patient’s discomfort. The reason relief is ob- 
tained from the use of morphine in some cases 
is that a dose sufficiently large to impair the 
higher centers is administered. If glyceryl tri- 
nitrate is administered or if amyl nitrate is in- 
haled, the sphincter of Oddi usually relaxes al- 
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PRESIDENT’S PAGE 


To the Members of The Kansas Medical Society: 


The committee set-up for 1937 to 1938 has recently been com- 
pleted and appears in this issue of The Journal. This has been a 
job, not because of the dearth of material but because of its 
abundance. 


I have felt for years the more men to have definite responsibilities 
in an organization as large as our state Society, the better for the 
Society. In accordance with these convictions I have not asked any 
of the officers of the Society, including members of the Council, 
to serve on any committee, as they already have fixed duties and 
responsibilities. Furthermore, I have not asked any member to 
serve on more than one committee, regardless of the fact that most 
faithful and efficient work has been done by men working on several 
committees. In carrying out this plan it has been necessary to. 
change the personnel on a number of committees. 


Several new committees have been formed on advice of the 
Council. One of these is the Committee on Endowment, which 
may develop into an important position, and I feel that it has 
been manned with members who can develop its possibilities. 
Another new committee is that on border line groups, and it 
certainly will have important and interesting facts to study. Finally 
a committee has been appointed on the Conservation of Eyesight. 
This committee has been requested by different members and 
should have constructive possibilities in view of the Social Security 


Act. 


After many years service in the state, I have developed a personal 
affection for many and a high esteem for every member of the state 
Society. The Society has progressed to where it is a privilege and 
an honor as well as sometimes a duty to become a member of a 
committee. The continued high standing of the Society is de- 
pendent upon the efficiency with which the committees function, 
and I hope that each member who has received an appointment 
will accept his task and devote his energies to the job ahead. 


J. E. Gsell, M.D., President. 
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EDITORIAL 


THE DOCTOR AND PUBLIC OPINION* 


“The trend of the times indicates, I think, 
that the future direction of our civilization will 
be determined by public opinion. If that be 
so, then the doctor needs public opinion as 
much as public opinion needs a doctor. 

That conviction alone would warrant the 
acceptance of the honor of your hospitality. 
There was, however, a more compelling reason. 
After twenty-five years’ observation and study 
of peoples abroad and at home, during periods 
of prosperity, war, depression and revolution, 
I have been convinced that the preservation of 
what we cherish in our present civilization 
will be in direct proportion to the advancement 
of our knowledge of public opinion. As I look 
to science for leadership in this new field of 


research, I accepted the privilege of speaking 


here tonight. 

For one hundred and thirty years your 
society held successful annual meetings with- 
out the necessity until recently, of considering 
the possible relationship between the doctor 
- and public opinion. That is challenging but 
not surprising. The obvious’explanation may 
be that times have changed but that would be 
an unsatisfactory generalization. The fact is, 
I think, that we are all aware of a new force 
in public affairs. That force, which we call 
public opinion, is changing the functions of 
our professions as it is altering the structure 
of our economic and social life. The trend 
of the times is toward the socialization of 
activities and the centralization of authority. 
Because we think that public opinion has 
some relation to that trend we want to know 
how we can influence it, in order to safe- 
guard our own interests. 

That may be the normal desire of any in- 

* (Address of Dean Carl W. Ackerman of the Gradu- 
ate School of. Journalism of Columbia University at the 
131st annual meeting of the Medical Society of the 


State of New York at Rochester, New York, Tuesday, 
May 25, 1937 at 7 p. m.) 
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dividual who feels the responsibility of citizen- 
ship. But it seems to me that the doctor and 
public opinion present a two-fold proposition. 
One is the imperative necessity of dealing with 
the external symptoms of public dissatisfaction 
with our present policies, practices and privi- 
leges. The second is the fundamental problem 
of shaping our civilization to fit the needs of 
mankind. Public opinion is related to both. 


Last month at the annual dinner of the 
Cornell University Medical College Alumni 
Association, Dr. Floyd S. Winslow, your pres- 
ident, said: 


“We have witnessed a striking revolution in 
the thinking of civilized mankind in the last 
generation.’ 


If we accept this as a statement of fact, and 
I think we should do so, is it not a challenge to 
the character and trend of scientific research? 
Can any physician cite an instance where any 
foundation, society or institution has made a 
coordinated scientific approach to the study of 
that revolution in its relation to medicine and 
public health? Is the thinking of civilized man- 
kind worthy of only casual observation when 
it is determining the basic relationships be- 
tween the doctor, his patients and society, when 
it is determining the direction of our whole 
civilization? 

It has been my good fortune to study public 
opinion in thirty-four foreign countries and 
in as many states in the United States. The 
cumulative effect of this experience may be 
expressed in the statement that history today 
is being made in the realm of public thought. 
Wherever the thinking of civilized mankind 
becomes a fixed state of mind, where it can 
be controlled by dictators or dominated by 
militant minorities, there is more or less com- 
plete socialization of activity and centrali- 
zation of authority. If we wish to escape that 
situation in the United States it seems to me 
that we must concern ourselves with the 
causes as well as with the manifestations and 
their impact on our individual spheres of life. 

In a lecture at the University College of 
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Wales a few months ago, Professor E. H. 
Carr said: 

‘The intellectual has an immense role to 
fill as the leader of public opinion. But in 
order to lead it, he must keep in touch with it. 
The political thinking of the intellectual once 
it divorces itself from the political thinking of 
the man in the street, is sterile.’ 

The relationship between Professor Carr’s 
observation and Dr. Winslow’s important 
statement will be clearer, I think, if we 
eradicate from our minds the fixed notion of 
so many professional men that publicity and 
public opinion are synonymous. We are not 
concerned here with the desirability or the 
technique of obtaining favorable publicity for 
intellectual leaders, whether they be physicians, 
educators or scientists. Our chief concern, it 
seems to me, should be with the causes of the 
divisions of public opinion which separate 
mankind into suspicious or hostile groups. 

To achieve this objective there must be a 
transition from casual observation to scientific 
study. 

Public demand for socialized medicine and 
the legislative and administrative encroach- 
ments on the physician’s hitherto accepted 
rights are symptoms, not the cause of the pre- 
vailing opinion of mankind. While it may 
be necessary for you in self-defense to aug- 
ment your public activities to deal with these 
symptoms you cannot, in my opinion, cor- 
rect the fundamental causes until you begin to 
study and understand them. This involves, I 
think, a new type of scientific research. 

May I suggest for your consideration the 
possibility of two fundamental causes: (1) 
the isolation of science from the thinking of 
mankind, and (2) the yielding of discipline 
to political authority. 

During the life time of your society your 
members have observed literally stupendous 
advances in medical education, research and 
hospitalization. Generosity, inspired by grati- 
tude, has caused money to flow from private 
fortunes and public subscriptions into medical 
study and activity. Individuals and institu- 
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tions operating in the field of liberty, outside 
of governments, have established the highest 
professional and ethical standards in the his- 
tory of civilization. But admitting all that 
private medicine and research have accomp- 
lished to alleviate suffering, to conquer dis- 
eases and to promote human welfare, there re- 
mains the inescapable reality that the trend 
of public thinking today is in the direction 
of state control of medicine. 

In view of the public activities and services 
of your profession, in view of public interest 
in medical activities and discoveries, in view 
of the deservedly honored position of the phy- 
sician in society and your vast institutional 
resources dedicated to the people, is it not a 
fact that the dominant thought of your pro- 
fession is isolated from the current thinking of 
mankind in regard to the relation of the state 
to the practice, the organization and the de- 
velopment of medicine? Mass opinion reflected 
in governmental policies bears little resemblance 
to the opinions expressed in your medical 
journals. 

In that situation you are not alone. It is 
equally true in industry. Scientific industrial 
research, with. all of its accomplishments and _ 
benefits in industry and to our national 
economy, has been isolated from the thinking 
of the worker. Industry as well as medicine 
has concentrated brain power on materials and 
physical properties, on actions and reactions 
of matter in its relation to man, rather than to 
man in his relationship to the new world which 
science created for him. It would not be ac- 
curate to characterize all research as materialistic 
in content or intention. But the important as- 
pect, it seems to me, is that the impact of 
science on the thought of mankind has been 
materialistic. I use this word not to deprecate 
scientific research, or to reflect upon the great 
achievements of science, but to establish a 
contrast between man and mankind as physical 
entities, and man and mankind as thinking 
and articulate entities. 

Man is more than tissues and corpuscles, more 
than the operator of a machine or the master 


of a job. He is a voice today, a voice which 
when mobilized with that of his fellow man, 
possesses power capable of changing environ- 
ment and institutions. This situation should 
challenge scientific research. 

Is it not possible that we need a new orien- 
tation in a portion of our scientific research? 
Suppose that a small segment of the whole 
were redirected to study man and mankind, 
not as sociological, psychological, physiologi- 
cal and economic entities alone but as think- 
ing, vocal entities? We are face to face today 
with mankind suddenly aware of its power of 
questioning and of deciding colossal public 
problems within and outside of government. 
This would be a terrifying picture if regi- 
mentation by the state were the only al- 
ternative to the cleavage of public opinion. The 
intellectual dare not isolate himself from the 
thinking of mankind, nor can mankind obtain 
security and peace by disregarding the ex- 
perience and knowledge of science. 

The future of scientific research depends up- 
on the freedom of mankind to think, to 
speak and to act. The corollary is equally 
true. The freedom of mankind depends upon 
the disciplined leadership of science. 

Politics cannot stop the momentum of mass 
thought in any direction—to the right or to 
the left. Politicians can only yield. Science 
can and must lead. The hope for our civili- 
zation to escape the disastrous consequences 
of centralized authority and expression, is for 
science to endeavor to substitute the discipline 
of scientific knowledge for the opportunism of 
politics. 

When I was writing George Eastman’s bi- 
ography I was impressed by his frequent re- 
appraisal of his obligations and responsibilities. 
It was that attribute of his mind which made 
him such a stupendous factor in industry and 
education. Long before social welfare, job and 
old age security, shorter working hours and 
the use of leisure became political issues, he 
endeavored to solve them in the orbit of his 
contacts. He considered them a challenge to 
his own ingenuity and to the industrial order 
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under which he had been such a conspicuous 
beneficiary. 

George Eastman symbolizes the need for 
more frequent reappraisals of our individual 
and group obligations and _ responsibilities. 
Our destiny at present is not being determined 
in our scientific laboratories. It is being decided 
by the thinking of civilized mankind. 

What can we do about it? 

To summarize permit me to submit two 
propositions: 

First, that public opinion is the life of 
civilization. The thinking of mankind re- 
flects an active state of mind. The flexibility 
of public opinion is our present safeguard 
against the extreme right and the radical left. 
It is imperative that we keep discussion alive 
and active in the United States. If public 
opinion ever becomes a fixed state of mind it 
will be both restrictive and ruthless. 

Those of us who believe that medicine, or 
education, or journalism should not be con- 
trolled by the state; those who cherish pro- 
fessional or institutional liberty of study, ex- 
pression and action, will have to recognize that 
an active state of public opinion demands active 
participation in the rough and tumble of public 
debate. This is an obligation and a responsi- 
bility which the trend of the times imposes 
on the privileged individuals who have been 
beneficiaries of the industrial age. 

The second proposition is that the require- 
ments of civilization demand more than con- 
vincing arguments from intellectual leaders 
on current problems. We need the services of 
a group of men and women, detached from 
their specialties, working outside of govern- 
ments, exploring, organizing, coordinating and 
directing scientific research to shape our social 
order to fit man and mankind. 

My first proposition may be likened to the 
emergency ward of a hospital. We have the 
right and the duty to diagnose and prescribe 
whenever public opinion is concerned with 
matters which we are competent to consider 
and which affect our professional life or death. 
My second proposition may be illustrated by a 
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research laboratory wherein the man, with 
tissues and corpuscles is considered as a think- 
ing vocal entity, as a representative of articu- 
late mankind possessing a power over Civi- 
lization greater than that of the atom or the 
cosmic ray. 

Science cannot preserve the status quo of 
our policies, practices and privileges, but it 
can save what is useful to shape civilization 
to future human needs. It may even save our 
democratic institutions and our liberties, upon 
which your profession as well as mine are so 
dependent. But as I observe the impatience of 
public opinion for quick results I realize the 
necessity for scientific leadership outside of the 
realm of politics. This is an heroic oppor- 
tunity. Science can enlist the men and com- 
mand the resources. Mankind, I think, will 
welcome and respect that leadership. And the 
doctor’s need for public opinion will be 
balanced by the need of public opinion for a 
doctor. 


CASE REPORT 


TREATMENT OF A CASE OF UNDU- 
LANT FEVER WITH METAPHAN 


BY A. J. REVELL, M.D. 
Pittsburg, Kansas. 


R. P., electrician by trade, came into our 
office on January 20, 1937, complaining of: 
(1) Severe night sweats, (2) Loss of weight, 
(3) Fever, (4) Weakness, (5) Muscular 
aches. Patient stated that in September, 1936, 
he had a series of chills and fever which lasted 
a week or ten days. The chills were irregular 
in appearance and temperature was as high as 
103.4. Associated with the chills and fever 
were diffuse headache, muscular aches through- 
out the body, weakness and profuse night 
sweats. The patient thought he had malaria 
and took five grains of quinine twice a day for 
two weeks, which seemed to stop -the chills 
but the other symptoms have persisted con- 
stantly until his coming to our office. He has 
lost twenty pounds in weight since the begin- 
ning of his illness. Regional history was neg- 
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ative except gastro-intestinal and respiratory 
systems. Milk is the only food which bothers 
him and forms gas. The first week of January, 
1937, he had several loose clay colored stools, 
He stated that he is subject to many colds each 
year. Has a productive cough in the mornings, 
No history of hemoptysis. 

Physical examination revealed a white male 
well developed, slightly undernourished, height 
sixty-eight inches, weight 134 pounds, temper- 
ature 100.3, pulse 100, B.P. 122/78. Head, 
Tonsils out, teeth and gums good; Chest, Neg- 
ative; Abdomen, spleen palpable and tender. 
Skin and mucous membranes anemic. Rectal 
examination found prostate normal. Skin, 
bones, joints, neuro-muscular and glandular 
systems normal. 

This patient was seen on four consecutive 
days and temperature and pulse were recorded 
as 100.3-100, 99.4-88, 101.2-108, 100.6- 
102. 

Laboratory examinations: Kahn negative, 
Tuberculin test negative, prostatic smear rare 
pus cell, no bacteria, Widal negative. Urine 
was negative. Blood smear negative for plas- 
modia malaria. HG sixty-nine per cent. R. 
B.C. 4,100,000. W.B.C. 6,100. Polymorph. 
sixty-seven per cent, lymphocytes thirty-one 
per cent Eosinophiles two per cent. Agglutin- 
ation test for Brucella Abortus positive in di- 
lution of 1-10, negative in higher dilutions. 
Aggluination test for Bacillus Mellitensis com- 
pletely positive in dilutions up to 1-200, partial 
in 1-250, and negative in higher dilutions. 

Treatment was started on January 23, 1937. 
Temperature at this time was 100.6. Liver 
extract three c.c. was given intramuscularly and 
ten c.c. of 1:100 Metaphan intravenously and 
Ferrous Sulphate grain three was prescribed 
four times daily per os. The liver and Meta- 
phan were repeated on January 26 and the 
temperature and pulse on this date were 99.4- 
88. On January 29 temperature was ninety- 
eight, pulse eighty and patient stated he felt 
better than he had since summer as his aching 
and sweats had disappeared. At this visit he 
was given liver alone and this repeated again on 
February 1; on February 3 patient returned 
complaining that his symptoms had reappeared. 
Temperature was found to be 100.6, pulse 
110. Metaphan and liver were given and re- 
peated on February 5, 8 and 11, although he 
was afebrile at these visits and was feeling fine. 
On February 20 a blood check up was done 
and report showed HG. ninety-two per cent, 
RBC. 5,000,000. 
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Patient returned for check up on March 26 
and was feeling perfectly well and had been 
symptom free since February 3. 

Discussion: Ashworth and Pinckney! re- 
port the successful treatment of a case of undu- 
lant fever with vaccine and the intravenous in- 
jection of Metaphan. Regardless of the fact 
that undulant fever is considered as a self limit- 
ing disease, usually running its course in one to 
four months, and also realizing that agglutin- 
ation in this case was present only in relatively 
high concentrations but, in view of the evidence 
that after the first two injections of Metaphan 
the symptoms abated only to return when the 
Metaphan was discontinued and disappeared 
entirely upon resumption of Metaphan therapy, 
we present this case report feeling that the 
Metaphan was responsible for the disappearance 
of the fever and the other symptoms. The 
secondary anemia responded well to liver ex- 
tract and ferrous sulphate. 


BIBLIOGRAPHY 
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TUBERCULOSIS ABSTRACTS 


A review for physicians prepared monthly by the 
National Tuberculosis Association and published through 
the co-operation of the Kansas Tuberculosis and Health 
Association and The Kansas Medical Society. 


PROGNOSTIC SIGNIFICANCE OF THE 
TUBERCULIN REACTION 


Ninety-six cases of clinical tuberculosis were 
studied from 1925 to 1933. Reactions to the 
tuberculin test were minutely observed and the 
cases were classified as: (1) those where a 
strongly positive reaction was obtained; (2) 
those where a strongly positive reaction was 
not obtained. Observation of these cases six 
months later showed that fifty-five per cent of 
those who had not reacted strongly were pro- 
gnostically bad, while only seventeen per cent 
of those who had reacted strongly were in a 
like condition. Of the former eighteen per cent 
had died, of the latter only four per cent. 

In 1933 the survival rate for the whole group 
was fifty-three per cent, of the strongly positive 
group fifty-six per cent, of those not strongly 
positive forty-two per cent, or a spread of 
fourteen per cent in favor of the strongly 
positive group. Selecting only sputum positive 
cases from the whole group results were similar 
but with a lower differential, eight per cent. 
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Further evidence of the prognostic sig- 
nificance of the strongly positive reaction may 
be deduced from the fact that such pronounced 
reactions are usual in cases of extra-pulmonary 
surgical tuberculosis and that there is little ten- 
dency for these localized lesions to become gen- 
eralized. 

Again there may be cited the accepted vulner- 
ability to tuberculosis found in the ‘‘virgin 
soil’’ of primitive races as illustrated by the 
severity of the disease among American Indians 
or in Professor Cummins’ studies among the 


‘natives of South Africa. Dr. Cummins speaks 


of the ‘‘natural liability’’ to tuberculosis in- 
fection associated with ‘‘virgin soil’ as a 
“dangerous defile at the very start of the road 
toward immunity.” 

It is a familiar experience to find a reduction 
in strength of the tuberculin test or its dis- 
appearance during the acute stage of a concur- 
rent infectious disease. This fading away of 
the reaction may be evident in measles, typhoid, 
influenza, acute rheumatism, pneumonia, small- 
pox vaccination, chickenpox and whooping 
cough. Realizing the frequency with which 
some of these appear to stimulate tuberculous 
activity it is reasonable to suppose that the 
disappearance of the skin reaction represents 
an embarrassment of the organism in its strug- 
gle against an existing tuberculous infection. 


Professor Heimbeck’s experience and similar 
observations of Spehl and Thys in Brussels 
in the study of tuberculous morbidity among 
nurses are introduced as further indication of a 
certain prognostic significance to be drawn from 
variations in intensity of skin reactions in 
adults. 


THE AUTHOR’S HYPOTHESIS OF THE: SIG- 
NIFICANCE AND MEANING OF THE 
TUBERCULO-CUTANEOUS 
REACTIONS 

Before drawing final conclusions from these 
and other observations the question of the 
mechanism of the tuberculin reaction itself con- 
fronts us. The following experiment of Cal- 
mette is illuminating. When tuberculin is in- 
troduced into the conjunctical sac of a non- 
tuberculin subject no reaction takes place. If 
blood serum from an actively tuberculous 
patient is introduced similarly in another non- 
tuberculous subject there is still no reaction. 
If, however, tuberculin be mixed in vitro with 
blood serum from a tuberculous patient and 
the tube kept for a given time at a given tem- 
perature and then injected into the conjunctivai 
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sac of a known non-tuberculous subject, a 
prompt reaction takes place. 


From this is may be concluded that: Tuber- 
culin per se does not cause this reaction and 
serum from a tuberculosis patient does not 
cause it. There must, therefore, be a substance 
in the serum of the tuberculous patient which 
acts on the tuberculin to liberate something 
causing the toxic and irritant phenomena in 
the eye. j 

Living tubercle bacilli flourishing in a 
patient’s body produce a substance resembling 
tuberculin. This comes in contact with the 
blood serum of the infected individual and the 
test tube experiment above described is re- 
peated. The organism, as in other bacillary 
invasions, should now give a protective re- 
sponse. A substance appears in the serum which 
so acts on the tuberculin as to disintegrate it 
into (a) an irritant body producing toxic 
phenomena, and (b) some other unknown 
substance or substances. The author suggests 
the name “‘ergine’’ for this substance and as- 
sumes that the action of “‘ergine’’ on tuberculin 
is a stage in the elimination of tuberculin from 
the infected organism. Since constitutional and 
focal reactions terminate favorably in a large 
number of tuberculous cases, it is also reason- 
able to assume that the toxic body (a) is 
combated by the elaboration of some anti- 
toxic factor which disposes of and eliminates 
the products of the action of the “‘ergine’’ on 
the tuberculin. Furthermore, it is again reason- 
able to assume that the more sensitive the or- 
ganism is to tuberculin, i. e. the smaller the 
concentration of tuberculin required to give a 
response to “‘ergine,’’ the more quickly will the 
tuberculin, collected or elaborated in that body, 
be disintegrated and disposed of. 

Calmette found that if a guinea-pig, inocu- 
lated with living tubercle bacilli, was given 
gradually increasing doses of tuberculin (1) 
it became increasingly difficult to produce the 
reaction phenomena in the animals under treat- 
ment with tuberculin. However, such pigs al- 
ways reacted to massive doses. (2) The serum 
of these treated animals contained nothing cap- 
able of neutralizing tuberculin in vitro, nor of 
passively immunizing other guinea-pigs against 
tuberculin. (3) The power of absorbing large 
doses of tuberculin without reaction was soon 
lost by the animals if the injections were sus- 
pended. (4) The lesions of these animals 
did not tend to progress more slowly than the 
lesions of the infected but untreated animals, 


but tended to progress more rapidly than in the 
controls. 
CONCLUSION 

There does not seem to be, at least in the 
quinea-pig, any relation between the power to 
absorb tuberculin without reaction and the 
power to successfully combat tuberculous in- 
fection, i. e., tuberculin per se is harmful even 
before the ‘‘ergine’’ has acted on it to produce 
toxic phenomena and further in the guinea-pig 
at least even more harmful than the “‘erginised” 
tuberculin. 

The process of elimination of tuberculin 
consists of: (a) a response of “‘ergine’’ im- 
mediately followed by more or less reaction 
phenomena; (b) elimination at a varying rate 
of the results of the action of the “‘ergine.” 
Organisms with quick and efficient “‘ergine” 
response dispose of their tuberculin piecemeal, 
obviating toxin saturation. Organisms with a 
slow or late ‘“‘ergine’’ response permit the 
accumulation of tuberculin before “‘ergine’’ ap- 
pears and functions with the resulting pro- 
duction of sudden large volumes of toxin. 

One is now in a position to state the fol- 
lowing hypothesis: Since toxin saturation of 
tissues is undesirable, since accumulation of 
tuberculin in the tissues is undesirable, and 
since the evolution and action of an “‘ergine” 
is an essential factor in the prevention of both, 
then acute sensitiveness to the presence of tuber- 
culin in the tissues leading to ‘‘ergine’’ for- 
mation and action before large amounts of 
tuberculin have accumulated tends to facilitate 
the elimination of the latter and prevent toxin 
saturation of the tissues, i. e., sensitiveness to 
tuberculin is of advantage to the infected or- 
ganism. 

The power to give a strongly positive Von 
Pirquet reacticn is direct evidence of such sensi- 
tiveness. 

Prognostic Significance of the Von Pirquet 
Cutaneous Reaction in Adults, Wm. G. Wat- 
son, M.D., Ch.B., Tubercle, March, 1937. 


“Infant mortality is the most sensitive index we possess 
of social welfare. If babies were all well born and well 
cared for, their mortality would be negligible. The infant 
death rate measures the intelligence, health and right 
living of fathers and mothers, the standard of morals and 
sanitation of communities and government, the efficacy 
of physicians, nurses, health officers and educators.’’— 
Ohio Health News. 


We hope to grow old and yet we fear old age; that is, 
we are willing to live and afraid to die—La Bruyere. 
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MEDICAL ECONOMICS 


Edited by O. W. Davidson, M.D. 
of the Medical Economics Committee 


House Bill No. 557, the Social Security Act, 
has been reproduced below for the information 
and study of Kansas physicians: 


AN ACT setting up a state board of social welfare and 
county boards of social welfare; providing for the 
members of each, providing for the employment and 
control of the personnel of state boards, fixing com- 
pensation for each thereof; providing for state appeal 
committees and the procedure thereof; providing for 
the establishment of state and county social welfare 
funds and the disbursement thereof; and authorizing 
assistance to those over sixty-five years of age, and to 
the blind, and to dependent children; and other general 
welfare. 

Be it enacted by the Legislature of the State of Kansas: 
SECTION 1. Purposes of the act. It is hereby declared 

the purpose and policy of the state in assisting the 
counties, in aiding and supervising the directing of the 
welfare work therein, to provide an effective uniform 
system of welfare work for the state; to promote efficiency 
in the work; assist the counties in the financing of the 
welfare work; and to comply with the conditions pro- 
vided for obtaining federal grants for welfare work as set 
forth in Public No. 271—-74th Congress (H. R. 7260) 
or amendments thereof, and the rules and regulations of 
the federal social security board relating thereto. It is not 
the policy of the state to discourage or interfere with the 
universally recognized moral obligations of kindred to 
provide, when possible, for the support of dependent 
relatives, but rather it is the policy of the state to assist 
the needy and where necessary, the relatives in providing 
the necessary assistance for dependents. 

SEC. 2. Definitions. The following words and phrases 
when used in this act shall, for the purposes of this act, 
have the meanings respectively ascribed to them in this 
section. 

“State board’’ shall mean the state board of social 
welfare. 

“County board’ shall mean the county social welfare 
board. 

“State director’ shall mean the director of the state 
board of social welfare. 

“County director’ shall mean the officer designated by 
the county board to direct the welfare work in said county. 

“Applicants’’ shall mean all persons who, as in- 
dividuals, or in whose behalf requests shall be made of the 
county boards and private agencies for aid or assistance. 

“Social welfare service’’ as used in this act shall be 
deemed to include giving assistance to needy persons, the 
Prevention of public dependency, and promoting the re- 
habilitation of dependent persons or those who are ap- 
proaching public dependency. 

Assistance’ as used in this act shall be deemed to in- 
clude the giving of money, food, clothing, shelter, 
medicine, or other materials, the giving of any service, 
including instructive or scientific, and the providing of 
Institutional care, which may be necessary or helpful to 
the client in providing the necessities of life for himself 


and his dependents: Provided, These definitions of social 
welfare service and assistance shall be deemed as partially 
descriptive and not limiting. 

“County worker’’ shall mean those persons under the 
employ of the county and subject to the supervision of 
the county director io investigate each applicant’s appli- 
cation for assistance and return written reports thereon. 

“‘Appeal’’ shall mean the right of any applicant to 
have the decision of the county board upon his application 
for assistance reviewed by the state board. 


“‘Procedure’’ shall mean those rules and proceedings 
provided by the state board whereby tha county board, 
private agency, applicant or other interested person may 
bring a case before the state appeal committee and the 
orderly processes by which the state appeal committee 
shall hear the case, and reach its conclusion. 

“‘Old-age assistance’’ shall mean money payments to 
needy individuals who are sixty-five years of age or older. 

“Dependent children’’ means needy children under the 
age of 16, who have been deprived of parental support 
or care by reasons of! the death, continued absence from 
the home, or physical or mental incapacity of a parent, 
and who are living with their father, mother, grandfather, 
grandmother, brother, sister, stepfather, stepmother, step- 
brother, stepsister, uncle, or aunt, in a place of residence 
maintained by one or more of such relatives as his or 
their own home. 

“The blind’’ shall mean not only those who are totally 
and permanently devoid of vision, but also those persons 
whose vision is so defective as to prevent the performance 
of ordinary activities for which eyesight is essential. 

“‘Client’’ shall mean a member of a case certified for 
assistance by a county or private agency. 

“‘Recipient’’ means a person who has received assistance 
under the terms of this act. 

“‘Case’’ shall mean a unit of one or more dependent 
persons receiving assistance as such unit. 

‘Private agency’’ shall mean a private person, persons, 
corporation, or organization engaged regularly in the 
business of giving assistance, or furnishing shelter for hire 
to needy persons. 

“Intake office’ shall mean the place where the county 
or private agency shall maintain an office for receiving 
applications. 

SEC. 3. State board of social welfare. There is hereby 
created a state board of social welfare which shall be a 
body corporate with powers and duties hereinafter defined. 
The state board of social welfare shall consist of five 
members appointed by the governor. They shall be 
selected by and with the advice and consent of the senate, 
on the basis of recognized interest in and knowledge of 
social welfare and without reference to political or re- 
ligious affiliations. The first appointments shall be made 
within ten (10) days after this act takes effect, and one 
member shall hold office to April 1, 1938, two to April 
1, 1939, and one to April 1, 1940, and one to April 1, 
1941, or until their successors have been appointed and 
qualified. All appointments of board members following 
the initial appointments shall be for terms of four (4) 
years. The members of the state board shall take their 
oath of office within ten days after such appointment, and 
within forty days after this act shall have taken effect the 
governor shall call the members of the state board together 
at which time they shall organize by selecting a chairman 
and a vice-chairman and secretary. The governor may 
remove a member of the state board for good cause. The 
members of the state board shall receive as their compen- 
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sation ten dollars ($10) per day for time necessary for 
them to perform their services, but not to exceed five 
hundred dollars ($500) per year, and they shall be re- 
imbursed for the amount of their necessary traveling and 
living expenses actually incurred while in the performance 
of their official duties. Any vacancy occurring in the 
membership of the board for any cause shall be filled by 
appointment by the governor for the unexpired term. No 
member of the board shall be eligible to hold any other 
public office during the term for which he or she is ap- 
pointed to the board, and all members of the board are 
hereby declared ineligible to be a candidate for any elective 
office while a member of the board or for two years after 
retiring from the board. 

SEC. 4. Creating a state appeal committee, and the 
hearing of appeals. There is hereby created within the 
state board a state appeal committee. The same shall 
consist of three members of the state board to be selected 
by the chairman. The same shall hear and determine all 
controversies arising between the state director and the 
county boards, and also shall provide a fair hearing for 
any person who is an applicant, client, other interested 
person, or taxpayer who appeals from the decision of any 
county board or private agency. The state board shall 
prescribe the procedure for hearing all appeals. It shall be 
the duty of any county board or private agency to have 
available in all its intake offices during all office hours, 
forms for filing complaints for hearings before the county 
board or private agency, and appeal forms with which to 
appeal from the decision of the county board or private 
agency to the state appeal committee, such forms to be 
prescribed by the state board: Provided, That there shall 
be printed on or as a part of such forms the basic rules and 
regulations for hearings and appeals as prescribed by state 
law and the state board. County boards and private 
agencies shall hear such complaints as are filed with them 
on the proper forms and shall transmit any appeals from 
their decisions to the state appeal committee in accordance 
with rules and regulations prescribed by the state board. 
Any one or more county boards or private agencies may 
appeal to the state appeal committee. The director shall 
have authority to order an investigation of the activities 
of any county board or private agency whenever he deems 
it necessary, or whenever the state board shall recommend 
an investigation. The state appeal committee shall have 
authority, when hearing appeals or conducting investi- 
gations as provided for in this section to subpoena wit- 
nesses, administer oaths, take testimony, and render 
decisions, copies of which decisions shall be delivered to 
the appellant and to the county board or private agency 
as the case may be, and any county board shall comply 
with such decision of the state appeal committee, and any 
private agency shall comply with such decision of the state 
appeal committee or be subject to the revocation of its 
license. The state board may affirm, modify, or set aside 
any decision of the appeal committee. 

SEC. 5. The state director. The state director shall be 
appointed by the state board on the basis of recognized 
interest in and knowledge of social welfare and recognized 
ability as an executive officer in the field of social welfare. 
He shall hold office at the pleasure of the state board. His 
salary shall be set by the state board, but in no case to 
exceed four thousand five hundred dollars annually. The 
director shall be the executive and administrative officer of 
the state board. He shall appoint, employ, and remove 
the necessary agents and employees of the state board. 
He may appoint a deputy director by and with the con- 


sent of the state board to whom he may assign the duties 
and powers of his office during his absence. The state 
director shall perform such other duties as may be required 
by said board. 

SEC. 6. Meetings of the board. The state board of 
social welfare shall hold regular quarterly meetings, and 
such other meetings as the chairman of the board deems 
advisable. All meetings shall be held in the regular offices 
established and maintained at Topeka, Kansas. 

SEC. 7. Bonds of directors, agents and employees. The 
director, and such agents and employees as required by the 
state board, shall give good and sufficient surety company 
bonds containing such conditions and in such amounts as 
the state board may require, and the premiums on such 
bonds shall be paid by the state board. 

SEC. 8. Powers and duties of the state board. (a) The 
state board of social welfare shall have the power and it 
shall be its duty to develop’ state plans, as provided for 
under the federal social security act, whereby the state 
codperates with the federal government in its program of 
assisting the states financially in furnishing public as- 
sistance to the needy aged, the needy blind, and dependent 
children, and in furnishing child welfare services and other 
social welfare services within the state. The state board of 
social welfare shall undertake to coOperate with the 
federal government on any other federal program provid- 
ing federal financial assistance in the field of social welfare 
not inconsistent with this act. (b) It shall have the 
power and it shall be its duty to determine the general 
policies relating to all forms of social welfare which are 
administered or supervised by it, and to make the rules 
and regulations therefor. No rule or regulation shall be 
adopted which will require partiality in the amount of 
public assistance to be given to the persons of this state 
having approximately equal need. (c) It shall prescribe 
the duties and compensation of the employees of the 
state board, and shall establish the standard of quali- 
fications for the employees of the state and county boards, 
and shall advise the director, the governor, and the legis- 
lature on all social welfare matters covered in this act. 
(d) The state board shall supervise all social welfare ac- 
tivities of the county boards of social welfare, and rules 
and regulations made by the state board under the pro- 
visions of this act shall be binding upon the county 
boards. (e) The state board may conduct special in- 
service training for the state and county social welfare 
workers: Provided, The state board may assist state edu- 
cational institutions in such training service. (f) The 
director, under the supervision and with the approval of 
the board of social welfare shall establish an adequate 
system of financial records. The board shall make annual 
reports to the governor and shall make such reports as 
shall be required by the federal social security board or 
other federal agencies. (g) The state board shall have 
power and authority to sponsor, operate, or supervise 
work projects for the construction, reconstruction, im- 
provement, repair, and maintenance of any equipment 
used in the administration of state and county boards of 
social welfare. All work projects sponsored by the polit- 
ical subdivisions of the state and private agencies for the 
purpose of providing work by which clients may earn a 
part or all of their assistance shall be subject to the ap- 
proval of the state board. (h) The state board may 
receive, have custody of, protect, administer, disburse, dis- 
pose of, and account for federal or private commodities, 
equipment, supplies and any kind of property, given, 
granted, loaned, or advanced to the state of Kansas for 
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social welfare works, and for any other purposes pro- 
vided for by federal laws, rules and regulations, or by 
private devise, grant or loan, or from corporations or- 
ganized to act as federal agencies, and to do such and 
all things and acts as may be necessary or required to 
perform the functions and carry out the provisions of 
federal laws, rules and regulations under which such com- 
modities, equipment, supplies and other property may be 
given, granted, loaned, or advanced to the state of Kansas, 
and to act as any agent of the federal government when 
designated as such, and do and perform all things and acts 
that may be required by the federal laws, rules and regu- 
lations not inconsistent with the act; and the state board 
shall designate county boards or their employees as agents 
of the state board in the performance of any or all such 
matters within the county. (1) The state board may assist 
other departments, agencies and institutions of the state 
and federal governments and of other states under inter- 
state agreements, when so requested, by performing 
services in conformity with the purposes of this act. (/) 
The state board shall have authority to lease real and 
personal property whenever such property is not avail- 
able through the state or a political subdivision of the 
state, for carrying on the functions of the state board. 
(k) All contracts shall be made in the name of “‘the 
state board of social welfare of Kansas,’’ and in such 
name the state board may sue and be sued on such con- 
tracts. (1) All funds and property of any kind what- 
soever received from the Kansas emergency relief com- 
mittee or from any other state department or political 
subdivision of the state shall be used by the state board in 
the administration and- promotion of social welfare in 
the state of Kansas: Provided, Such property may be 
given, loaned, or placed at the disposal of any county, 
city, or state agency engaged in the promotion of social 
welfare..(m) The state board shall prepare annually, at 
such time and in such form as the governor may direct, 
a budget covering the estimated receipts and expenditures 
of the state board for the ensuing year. (nm) The state 
board shall have authority to make grants of funds, 
commodities, or other needed property to county boards 
under such rules as the state board may prescribe for. the 
promotion of social welfare in the respective counties. (o) 
The state board shall have authority to sell any property 
in its possession received from any source whatsoever 
for which there is no need or use in the administration or 
the promotion of social welfare in the state of Kansas. 
(p) The state board shall adopt a seal. (q) The state 
board shall initiate or codperate with other agencies in 
developing programs for the prevention of blindness, the 
restoration of eyesight, and the vocational rehabilitation 
of blind persons, and may create a department for the 
blind within the state board, and the state board may 
initiate or cooperate with other agencies in developing 
programs for the prevention and rehabilitation of other 
handicapped persons. (r) The state board shall develop 
a child welfare service program and shall administer or 


Supervise child welfare activities including the care and 


protection of department, neglected, defective, illegitimate, 
and delinquent children and children in danger of becom- 
ing delinquent, and shall codperate with the federal gov- 
ernment through its appropriate agency or instrumental- 
ity in establishing, extending and strengthening such 
services and undertaking other services to children autho- 
rized by law: Provided, Nothing in this act shall be con- 
strued as authorizing any state or county official, agent, 
Or representative, in carrying out any of the provisions 
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of this act, to take charge of any child over the objection 
of either of the parents of such child or of the person 
standing in loco parentis to such child except pursuant 
to a proper court order. (s) The state board shal! in 
codperation with county officials develop plans financed 
by county funds for providing medical care for needy 
persons. (t) The state board shall carry on research and 
compile statistics relative to the entire social welfare pro- 
gram throughout the state, including all phases of de- 
pendency, defectiveness, delinquency, and related prob- 
lems; develop plans in coOperation with other public and 
private agencies for the prevention as well as treatment 
of conditions giving rise to social welfare problems. (u) 
The state board is hereby authorized to receive grants, 
gifts, bequests, money, or aid of any character whatso- 
ever, for state welfare work. All moneys coming into 
the hands of the state board shall be deposited in the 
state social welfare fund provided for in this act. (v) 
The state board shall have authority and shall perform 
such other duties and services as may be necessary to 
carry out the functions of this act and promote social 
welfare in the state of Kansas, not inconsistent with state 
law. 

SEC. 8a. Eligibility requirements of applicants for as- 
sistance under the federal social security act. (A) General 
eligibility requirements. Subject to the additional require- 
ments below, assistance in accordance with plans under 
which federal funds are expended shall be granted to 
any needy person who: (1) Has not sufficient income or 
resources to provide a reasonable subsistence. compatible 
with decency and health. (2) Has resided in the state of 
Kansas continuously for one year immediately preceding 
such application except as provided in subsection (D). 
(3) Is not at the time of receiving assistance an inmate 
of any public institution. An inmate of an institution 
may, however, make application for such assistance but 
the assistance, if granted, shall not begin until after he 
ceases to be an inmate. (4) Has not made an assignment 
or transfer of property for the purpose of rendering him- 
self eligible for assistance under this act at any time wtihin 
two years immediately prior to filing application for as- 
sistance. (B) Additional requirements for old-age as- 
sistance. Assistance shall be granted to any needy aged 
person, subject to the general eligibility requirements as 
set out in subdivision (A) of this section, who has at- 
tained the age of sixty-five years. Such assistance shall be 
known as old-age assistance. (C) Additional require- 
ments for assistance to the needy blind. Assistance shall 
be granted to any needy blind person, subject to the 
general eligibility requirements as set out in subdivision 
(A) of this section, who is sixteen years of age, and who 
shall not during the period of receiving assistance solicit 
alms. Such assistance shall be known as aid to the blind. 
No such assistance shall be furnished any individual for 
any period with respect to which he is receiving old-age 
assistance under a state plan approved under title I of the 
federal social security act. (D) Additional requirements 
for assistance to dependent children. Assistance shall be 
granted under this act to any dependent child, subject to 
the general eligibility requirements as set out in sub- 
division (A) of this section, who: (1) Has resided in 
the state of Kansas for one year immediately preceding 
the application for such assistance; or was born within 
the state within one year immediately preceding the ap- 
plication, and whose mother has resided in the state one 
year immediately preceding the birth of the child; (2) is 
living in a suitable family home meeting the standards 
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of care and health fixed by the laws of the state and the 
regulations of the state board. Such assistance shall be 
known as aid to dependent children. 

SEC. 9. State social welfare fund, disbursement and 
apportionment. There is hereby created in the office of 
the state treasurer a fund to be known and designated as 
the social welfare fund. All moneys received by the state 
board as grants, gifts, bequests, and/or state aid for the 
purpose of state welfare work, shall be deposited by said 
board in the social welfare fund. All disbursements made 
from the social welfare fund shall be made by the filing 
of vouchers in the office of the auditor of state, signed and 
approved by the director of the state board, and upon the 
filing of the same, the auditor of state is hereby authorized 
and directed to draw his warrants upon the state treasurer 
for same: Provided, That vouchers for the payment of 
money to individuals be verified and signed by the per- 
sons entitled to such payments. All of such warrants to 
be delivered by the auditor of state to the director of the 
state board. The various counties shall be entitled to 
Participate in the state social welfare fund for the purpose 
of furnishing assistance under this act and the state board 
shall make disbursements from the state social welfare 
fund for such participation in the following manner: (a) 
All sums and grants received from the federal government 
as provided for under the federal social security act, shall 
be paid to each county in amounts equal to one half 
of the total of the sums expended during such month as 
old-age assistance, and aid to the blind, and one third, or 
such proportion as may be hereafter provided for by 
federal act, of sums expended during such month as aid 
to dependent children, which expenditure shall be ap- 
proved by the state board, and shall be in compliance with 
the rules and regulations of the federal government, not 
counting so much of such expenditures with respect to 
any individuals for such month as exceeds the maximum 
amount specified in Public-No. 271—74th congress 
(H. R. 7260), or as may be hereafter amended: Pro- 
vided, The amount received from the federal government 
for administrative expense shall not be included in mak- 
ing this disbursement. (6b) All other moneys including 
money raised or appropriated for state welfare purposes 
except such amounts as are acquired or appropriated for 
administrative expenses of the state board shall be paid 
to each county of the state to the extent of thirty percent 
of the approved social welfare expenses less cost of county 
administration of said respective county after deducting 
from the total expenditures the amount of federal grant 
or grants to the cases of such county entitled to federal 
assistance: Provided, That each county shall be paid on 
the same percentage basis: And provided further, That the 
state participation in the county welfare expenses shall 
be governed at all times by funds available for such pur- 
poses: And provided further, That in order to make com- 
pliance with the provisions of the federal social security 
act, the state may advance additional moneys to any 
county, which has insufficient funds to pay its share of 
old-age assistance, assistance to dependent children and 
the blind. Such amounts advanced to a county shall be 
caused to be included in the social welfare budget of such 
county for the ensuing year and shall be repaid to the state 
social welfare fund when collected by said county: Pro- 
vided further, That disbursements to the welfare funds 
of the various counties may be payable in advance, said 
advance payment to be determined by the state board upon 
estimates submitted by each respective county board upon 
forms furnished by the state board, said estimates show- 


ing the amount the respective county or counties will pay 
in assistance under this act during the ensuing month 
together with adjustraents of any cases where insufficient 
payments or overpayments were made upon estimates 
submitted by said county for the prior month or months, 

SEc. 10. The county board. The county social wel- 
fare board shall be the board of county commissioners of 
each county and it shall be their duty to discharge all 
duties designated herein to be discharged by the county 
board, and they shall provide aid, assistance and service 
on the basis of need in the county in accordance with 
state laws and the rules and regulations of the state board. 
The boards of county commissioners shall establish their 
welfare organization within thirty days after the state 
board is organized. 

SEC. 11. The county director. The county board 
shall appoint by resolution a county director who shall 
be properly qualified in the field of social welfare work 
and whose qualifications have met the standard estab- 
lished by the state board. The compensation of the 
county director shall be fixed from time to time by the 
county board. He shall give such bond as may be re- 
quired by said county board, the premiums thereof to be 
paid by the county board. The county director, subject 
to the approval of the county board may appoint one 
of his assistants as a deputy county director, to whom 
he may assign the duties and powers of his office during 
his absence or incapacity. The county director and the 
deputy county director shall hold office at the pleasure of 
the county board, or until the approval of either is with- 
drawn by the state board. The county director shall be 
the executive and administrative officer of the county or- 
ganization, and shall perform all such other duties as re- 
quired by the county board. . 

SEC. 12. Powers and duties of the county board. (a) 
The county board shall provide for such employees as in 
their judgment may be needed from time to time to carry 
out the provisions of this act, and prescribe the duties 
and compensation thereof. The county board shall de- 


termine the general policy and make all social welfare ‘ 


rules and regulations regarding aid, assistance, or service to 
persons in need within the county, not inconsistent with 
state laws and rules and regulations of the state board. 
(b) It shall be the duty of the county board to prepare 
and keep up to date a good and sufficient record evidenc- 
ing the need of each case receiving public assistance in the 
form of cash, commodities, rent, hospital, medical and 
surgical care, or other assistance. (c) The county board 
shall make the reports prescribed by the state board on 
forms and records provided by the state board. (d) The 
county board and the private agencies shall maintain two 
files of the cases; one shall be the public file, which shall 
contain the approval and financial data needed; and the 
other shall be the case record file containing the case 
history and confidential personal or family data which is 
obtained in the course of assisting the client. The confi- 
dential case record files shall be kept by the county boards 
and the private agencies, and they may be available only 
to the officers and employees of the county boards, private 
agencies, and the state board. When any private agency 
shall cease to function it shall file its records with the 
state board and its confidential records shall be kept confi- 
dential by the state board. The county shall maintain a 
perpetual index on a form prescribed by the state board 
of all the applications for assistance through the county 
board and private agencies. (e) The county board may, 
under the direction and subject to the approval of the 
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state board, find suitable homes for dependent or deli- 
quent children referred to it by the probate court or other 
court, and place and supervise the children in such homes: 
Provided, This shall not prevent the use of licensed private 
child-placing agencies by the county board or probate 
court or other court when desired. (f) The county 
board is authorized to receive, have custody of, and pro- 
tect, the same as other county, money, any grant, loan, 
or advance of funds from the state board for social welfare 
purposes and to disburse and account for the same in the 
manner provided in this act. The county board is 
authorized to receive gifts and grants of funds, commodi- 
ties, or property of any kind usable and useful in carry- 
ing on the work of the county organization, subject to 
the approval and rules of the state board, and to receive 
grants of funds, goods, commodities, or other property 
from the state board, subject to the conditions thereof 
for carrying on the county relief work. Any property 
belonging to the state board in the possession of the 
county board which is not useful and usable in the conduct 
of the work of the county may be transferred to the state 
board or sold in accordance with rules and regulations 
prescribed by the state board. Any articles produced on 
any work project sponsored by the county which are not 
needed by the county may be transferred to the state 
board. (g) The county board shall prepare and submit 
to the state board on or before June Ist of each year its 
county welfare budget in such detail as the state board 
may prescribe. The state board shall examine said pro- 
posed budget and approve the same or make such recom- 
mendations and requirements as it shall deem advisable 
and return the same to the county board on or before 
June twenty-fifth of each year. The county board shall 
correct said budget in accordance with the directions of 
the state board and shall submit the same as corrected 
to the board of county commissioners. It shall be the 
duty of the board of county commissioners to make such 
levies upon the taxable property of the county as is 
necessary to raise the funds required by the county wel- 
fare budget: Provided, The levy shall not be in excess 
of that authorized by law. In the preparation of said 
budget and in its examination by the state board there 
shall be taken into consideration the estimated amount of 
grants the county will be entitled to receive from the state 
welfare funds including the federal aid contribution 
thereto. (h) The county board shall maintain at least 
one intake office and as many additional intake offices as 
it deems necessary. A person desiring public assistance, 
or if such person is incapacitated, his relative or friend, 
shall make application at the intake office. When it is 
necessary county workers may take applicants elsewhere 
at any time. Such application shall be under oath and 
contain a statement of the amount of property, both 
personal and real, in which the applicant has an interest 
and of all income which he may have at the time of the 
filing of the application and such other information as 
may be required by the state board. All applications 
for old-age assistance shall be signed by the applicant 
and spouse, if any. The form of application and the 
Procedure for the determination of need, the amount and 
kind of assistance shall not be inconsistent with the’ state 
law and the rules and regulations of the state board. (i) 
The county board, on the death of a recipient of old-age 
assistance, may pay reasonable funeral expenses, not ex- 
ceeding one hundred dollars, if the estate of the deceased 
is insufficient to pay the same. 


SEC. 12a. County home. The poor farm or infirmary 


of any county shall be referred to as ‘‘the county home.” 
The county board shall supervise the county home. Per- 
sons shall be admitted to the county home by the county 
board when it appears that the person will benefit more 
by living in the county home than at some other place 
and in some other manner; but nothing herein shall be 
construed as requiring the county or the county board to 
admit or keep any person needing public assistance in 
the county home. Persons cared for at the county home 
shall be provided with proper clothing, sufficient food, 
clean quarters, and means of recreation. Persons admitted 
to the county home may be assigned tasks in accordance 
with their ability, age, and physical health. A strict 
account shall be kept of the cost of operating the county 
home and the income produced by the activities of the 
home, including all farming, dairying, poultry, and other 
operations. The county board shall appoint a properly 
qualified person for the management of the county home 
and such other employees as they deem necessary. Noth- 
ing herein shall be considered as affecting any existing 
contract between a county and the superintendent of the 
county poor farm. The superintendent shall be under the 
supervision of the county director as regards the assistance 
of the persons admitted to the county home and the kind 
and amount of work, if any, which they may be required 
to do. It shall be lawful for the board of county com- 
missioners, whenever they deem it advisable, to purchase 
a tract of land in the name of the county, and thereupon 
to build, erect, establish, organize, and maintain a home 
for persons eligible to public assistance; and when two cr 
more counties shall have jointly purchased any tract of 
land and erected an asylum for the poor, they shall have 
power to continue such joint ownership during their 
pleasure as a county home; and it shall be lawful for the 
county commissioners of two or more counties jointly to 
purchase lands, erect buildings, and make improvemerts, 
and do other things proper and necessary for the main- 
tenance of a county home and to make such orders regard- 
ing joint supervision as may be agreed upon. To raise the 
sum necessary for the purchase of land and the erection 
of buildings and the furnishing of the same, and the 
making of improvements, the board of county commis- 
sioners shall have power to levy a tax in any one year 
for the ensuing year of not exceeding one tenth mill as 
mentioned in section 79-1947 of the General Statutes 
of 1935, under the levy authorized for ‘‘county asylum, 
farm or home’’: Provided, Nothing herein shall prevent 
the county from issuing poor funds as provided by law. 

SEC. 13. County welfare fund. (1) There is hereby 
created in the office of each county treasurer in this state 
a fund that shall be known and designated as the county 
welfare fund, and in which shall be deposited all receipts 
from taxes, funds derived from warrants and bond issues, 
sales, private gifts, grants, loans, and other revenues which 
the county board is authorized to receive. The fund so 
created shall be in such sum as shall guarantee that said 
county will be able to meet fully all obligations for as- 
sistance to the aged, the blind and the dependent children 
who are entitled to such assistance and are certified there- 
for: Provided, That the county may create special social 
welfare funds as authorized by the state board. All dis- 
bursements shall be made from such county welfare fund 
upon vouchers signed by the county director and approved 
by the county board: Provided, That vouchers for the 
payment of salaries and expenses of the county welfare 
organization shall be verified and signed by the persons 
entitled to such payment. The vouchers authorized by 
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this section shall be approved by the county attorney and 
filed with the county clerk who shall draw warrants upon 
the county treasurer for each such voucher. Such war- 
rants shall be countersigned and registered by the county 
clerk and the county treasurer as are other county war- 
rants and after delivery to the claimants shall be redeemn- 
able upon proper presentation to the county treasurer. 

SEC. 14. Settlement. The state board shall have power 
to and shall: Establish the requirements for obtaining 
settlement in order to oblige a county to assist any in- 
habitant or other person as a permanent settler until loss 
of settlement or as a transient person; establish the re- 
quirements for losing settlement and may change and 
amend and add to such requirements, and make rules and 
regulations regarding the same; make rules and regulations 
relating to the removal of persons to place of settlement. 
The state board shall have power to render decisions on 
settlement controversies between persons and counties, 
between counties, and for a county upon a controversy 
with another state or settlement unit of another state, 
and unless an action in court is brought within thirty 
days after the receiving of the decision, the decision of 
the state board shall become final as to such controversy 
but shall not be considered as a binding precedent; and 
nothing herein shall prohibit any person or county from 
bringing an action in court to establish the fact of settle- 
ment under such requirements within the thirty days. 
The state board shall have power to enter into agreements 
with other states, or the welfare departments or other 
states, in regard to the manner of determining the state 
of settlement in disputed cases, the manner of returning 
persons to the place of settlement, and the bearing or 
sharing of the costs. 

SEC. 15. Illegal disposition of asoistance; execution, 
etc. Assistance of a tangible kind granted under the pro- 
visions of this act shall not be sold or otherwise disposed 
of to others by the client or by anyone else except under 
rules and regulations of the state board, and any client 
or other person convicted of violating this provision 
shall be imprisoned in the county jail for not to exceed 
ninety days. None of the money paid, payable, or to be 
paid, or any tangible assistance received under this act 
shall be subject to execution, levy, attachment, garnish- 
ment, or other legal process, or to the operation of any 
bankruptcy or insolvency law. 

SEC. 16. Private agencies, license; penalty. The state 
board shall have power to license, revoke licenses, and 
supervise private agencies under the rules and regulations 
prescribed by it. All private agencies shall be licensed 
within nine months after this act shall take effect: 
Provided, That all private agencies are required to have 
temporary or permanent licenses on or after sixty days 
after this act takes effect: Provided further, That the state 
board may extend the period of such temporary license 
for a period not to exceed one year from the date this act 
shall take effect. It shall be unlawful for any person, 
persons, corporation, or organization not licensed as a 
private agency to operate as a private agency, and any 
person, persons, corporation or organization convicted 
of violating this section shall be deemed guilty of a mis- 
demeanor and punished by a fine of not to exceed five 
hundred dollars. 

‘SEC. 17. Recovery from a recipient; lien for assistance 
granted. The state of Kansas shall have a lien upon any 
real property which the recipient of any old-age assistance 
under this act may be the owner of or come in possession 
of after the granting of any assistance, which lien shall 
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be senior and superior to any lien placed on any such 
real property after the time such recipient shall first 
become a client as defined in this act. This lien shall be 
perfected by filing a notice in the office of the register of 
deeds of the county in which the recipient resides, or in 
any other county, which notice shall state in substance 
that assistance is granted to the recipient by the state of 
Kansas under the provisions of this act, and that same 
constitutes a lien upon any real estate in the county in 
which suit is filed, then owned or thereafter acquired by 
the recipient until said lien is discharged by the recipient, 
The filing of such statement shall constitute public notice 
of the lien and shall remain in full force until discharged 
as herein provided without any further additional steps 
being taken. The recipient of any assistance can dis- 
charge such lien by repaying to the state of Kansas at any 
time all sums received from the state as assistance under 
this act, whereupon it becomes the duty of the director 
to file in the office of the register of deeds a notice setting 
forth in substance the fact that all payments made under 
this act have been repaid and that the lien existing against 
the property is, therefore, discharged. The board may 
authorize the release of the lien so created upon payment 
to the board of the value of the property subject to such 
lien. No fee shall be charged for the filing or the release 
of any lien statement. On the death of any recipient the 
total amount of assistance paid under this act shall be 
allowed as a claim against the estate of such person after 
funeral expenses not to exceed one hundred dollars have 
been paid, and after the expenses of administering the 
estate have been paid. If there is not sufficient personal 
property in the estate to pay such claim the same shall 
be collected from any real estate owned by the deceased 
under the lien created by this section. The lien created 
against the real estate of the recipient shall not be en- 
forced against the same during his lifetime or while any 
real estate is being occupied as a home by the surviving 
spouse. The federal government shall be entitled to a 
share of any amount collected from the recipient or from 
his estate equal to not more than one half of the amount 
collected if required as a condition to federal financial 
Participation, and the county shall be entitled to its share 
of said amount collected up to the amount so expended 
by it, subject to the prior claim of the federal government. 
The amount due the United States shall be promptly paid 
or credited upon collection to the United States govern- 
ment. 

SEc. 18. Penalty relating to fraudulent acts. Any 
person who obtains or attempts to obtain, or aids or 
abets any other person to obtain, by means of a willfully 
false statement or representation, or by impersonation, 
collusion, or other fraudulent device, assistance to which 
the applicant or client is not entitled is guilty of a misde- 
meanor, and upon the conviction thereof shall be fined 
not more than five hundred dollars or be imprisoned for 
not more than six months or by both such fine and im- 
prisonment; and he shall be required to remit to the county 
board or private agency the amount of any assistance 
given him under such fraudulent act. In assessing the 
penalty, the court shall take into consideration the amount 
of money or value of property fraudulently received. 

SEC. 19. Separability clause. If any section or part of 
a section of this act shall be held unconstitutional by any 
court, it shall be conclusively presumed that the legis- 
lature would have passed this act without such invalid 
section or part of a section and the remaining provisions 
shall be given full force and effect, as if the part held 
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unconstitutional had not been included herein. 


SEC. 20. Effective date. This act shall take effect and 
be in force from and after its publication in the official 


state paper. 


ACUTE ABDOMINAL DISEASE 
(Continued from Page 257) 


ACUTE PANCREATITIS 


most immediately and the opaque material will 
pass rapidly into the duodenum. This obser- 
vation constitutes a distinct advance in the man- 
agement and understanding of cholecystic dis- 
ease. Amyl nitrite and glyceryl trinitrate also 
may be efficacious in the management of those 
patients who have symptoms following 
cholecystectomy and which are similar to those 
experienced before the surgical interference. The 
etiologic process may be a definite cholangeitis 
which will eventually require prolonged ex- 
ternal drainage by means of a T-tube. 

About seventy per cent of patients who have 
acute pancreatitis give a past history of disease 
of the gallbladder. Until recently, the con- 
sensus of opinion seemed to be that operation 
was the procedure of choice in the management 
of acute processes in the pancreas; the operation 
included drainage of the gallbladder and lesser 
peritoneal cavity. The mortality of such a pro- 
cedure is extremely high because the patient is 
usually in rather marked shock, as a result of 
the disease, before the operation is begun. 


I know of no study that has thrown more 
light on the cause and treatment of acute pan- 
creatitis than has that of Dragstedt. By ex- 
perimenting on rabbits and dogs, he showed 
that pancreatic juice which was allowed to flow 
into the peritoneal cavity caused no symptoms 
if it previously had been passed through a 
Berkefeld filter. In one hundred per cent of the 
pancreatic juice were allowed to enter the peri- 
toneal cavity without having passed through a 
Berkefeld filter. In one hundred per cent of the 
rabbits in Dragstedt’s experiments a positive 
culture was obtained from the pancreatic tissue 
and the predominating organism proved to be 
Clostridium welchii. The same findings were 
Present in thirteen of seventeen dogs. It was 
reasoned that necrosis which occurs during 
acute pancreatitis is caused by bile salts and that 
the hemorrhage which so frequently accom- 
panies this condition is most likely a protective 
phenomena against toxicity of the bile salts. 

If these experiments have clinical application, 
and I have discovered that they have, acute pan- 
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creatitis is an infectious condition, and surgi- 
cal interference is positively contraindicated. 
My results have improved strikingly since I 
have discontinued operating for this condition. 
The infection which is localized in the lesser 
peritoneal cavity becomes rapidly generalized 
after surgical interference and death of the 
patient ensues in a high percentage of such cases. 
So far as I know, the best type of management 
is absolute quiet, transfusion of blood, and the 
administration of physiologic saline solution 
intravenously. The majority of patients will 
recover if treated in this manner, and at a later 
date attention can be given to the disease of the 
gallbladder, which so frequently coexists. 


NEWS NOTES 


SPECIAL BULLETIN 


Kansas was honored at the Atlantic City session of 
the American Medical Association through the election, 
by the House of Delegates, of Dr. J. F. Hassig, Kansas 
City, to a three-year term on the newly created Council 
of Awards for distinguished service in the science of 
medicine. 

The Council will serve in a capacity of recommend- 
ing members and fellows who should be recognized 
by the Association for distinguished service to the 
profession. 


COMMITTEE APPOINTMENTS 
Dr. J. F. Gsell, President, recently announced the fol- 
lowing committee appointments to serve from May 1937 
to May 1938: 


AUXILIARY 
E.. J: Nodurfth, M.D., Wichita 
CONSERVATION OF EYESIGHT 
Lyle S. Powell, M.D., Chairman..................... Lawrence 
William: Seales; Hutchinson 


CONTROL OF CANCER 
Term expires 
C. C. Nesselrode, M.D., Chairman, Kansas City...... 1940 


G: Allen, Cite 1940 
P, Ri €roson;; Clay 1939 
James Hibbard, M.D., Wichita: 1940 
N. E. Melencamp, M.D., Dodge City.............0:::0005 1939 
Me MLD... 1938 
J. G. Missildine, M.D., Wichita........00.00:::cccecceeeeees 1938 
Howard Snyder, M.D., Winfield...................::::cce 1939 
Marion Trueheart, M.D., 1938 
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ENDOWMENT 
H. L. Chambers, M.D., Chairman.................. Lawrence 
HOSPITAL SURVEY 
A. R. Hatcher, M.D., Chairman ..................... Wellington 
MATERNAL AND CHILD WELFARE 
Harry J. Davis, M.D., Chairman ....................... Topeka 
MEDICAL ECONOMICS 
Ottawa 
Newton 
MEDICAL HISTORY 
SCHOOL OF MEDICINE 
F. J. McEwen, M.D., Wichita 
NECROLOGY 
C. F. Menninger, M.D., Chairman...................... Topeka 
PUBLIC HEALTH AND EDUCATION 
N. P. Sherwood, M.D., Chairman.................. Lawrence 
PUBLIC POLICY AND LEGISLATION 
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SCIENTIFIC WORK 
H. L. Chambers, M.D., Chairman................. Lawrence 
Heary S. NED: Ellsworth 
STORMONT MEDICAL LIBRARY 
CONTROL OF TUBERCULOSIS 
VENEREAL DISEASE 


Dr. Gsell plans to hold a meeting of committee chair- 
men during July for discussion of programs each com- 
mittee will accomplish during the year. 

It will be noted that a new committee on conservation 
of eyesight has been appointed. This group it is believed 
will be able to engage in an extensive program under the 
Social Security Act. 


OSTEOPATHIC PERMITS 


The Commissioners of Internal Revenue, Washington, 
D. C., ruled on April 9, 1937, that osteopaths will no 
longer be entitled to receive narcotic permits. 

As a result of this, no new permitg have been issued 
after that date and those already issued will lapse without 
renewal on June 30, 1937. 


SOCIAL SECURITY 


Governor Walter Huxman recently announced the 
following appointments to the Kansas Social Welfare 
Board which will administer Social Security Act functions 
in this state: 

Mr. Ben S. Paulen, Independence. 

Mr. Al G. Wright, Kansas City. 

Mr. Jesse Turner, Parsons. 

Mr. Douglas A. Graham, Topeka. 

Mr. C. F. Scott, Iola. 

Mr. R. B. Church, Wichita, state director. 

Mr. Church assumed office on May 10 and the Board 
is now holding frequent meetings with him in the 
interest of completing arrangements for state and local 
organization. It is probable that the Kansas program will 
be fully in effect by the latter part of August. 

Representatives of the Society are conferring with the 
director in the interest of offering assistance in the handl- 
ing of the blind, indigent, and other medical problems 
involved in the act. 
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OAKWOOD SANITARIUM 


The beauty and quietness of the environment of Oakwood Sanitarium 
cannot be over emphasized. This makes the Institution ideal not only 
for nervous and mental patients but for convalescents and rest cures 
as well. Alcoholics and drug addicts are accepted. 
Illustrated Booklet and Rates on Request 
OAKWOOD SANITARIUM 
Tulsa, Oklahoma, Route 6 


NED R. SMITH, M.D. Attending Internist 


T.N. NEESE DAISY N. NEESE 


Medical Director S. CHARLTON SHEPARD, M.D.Business Manager Superintendent 


P. W. HANICKE MFG. CO. 


Individual Care and 
Attention Given to 
Every 
Conceivable Appli- 
ance for the 
Correction of 
Deformities and 
Support of Spine and 
Extremities Follow- 
ing Fracture and 
Tuberculous 
Conditions 


Braces of Quality 


50 years in buziness 


22 years in Kansas 
City 


1013 McGee Street 
KANSAS CITY, MO. 


Tel. Victor 4750 


REPRINT PRICE LIST 


Reprints from articles in the 
KANSAS MEDICAL JOURNAL 


All Reprints are made the same size as 
Journal pages, 734 x 1014 inches. 
Transportation charges on reprints are 
to be paid by the Author 


9.75 14.50 
11.00 17.50 
18.00 26.00 


No. Copies Pages WithoutCover With Cover 
100 $12.50 $16.00 
14.00 18.00 
16.00 23.00 
21.00 32.00 


out Cover With Cover 
$16.00 $20.50 


CAPPER PRINTING CO. 


Capper Building, 
TOPEKA, KANSAS 
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INJUNCTION LAW 


The 1937 session of the legislature enacted a bill 
which permits the state to use injunction and quo 
warranto to enjoin and oust individuals from practic- 
ing medicine and surgery, as defined by the law of the 
state of Kansas, where such practice is unauthorized. 
Pursuant to that law, the state has filed four actions. 
One of these is against W. W. Cooper of Altoona, a 
purported cancer specialist who is not licensed to 
practice any type of the healing art. A hearing is 
anticipated early in June on this case. 
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considered to be consumers of the tangible personal 
property they utilize in conjunction with professional 
service. They will, therefore, pay the sales tax to their 
suppliers at the time of purchase of materials, and will 
not be required to secure registration certificates, keep tax 
records, collect tokens or remit to the Commission. 

The central office will be glad to assist members in all 
ways possible in securing information or guidance on sales 
tax problems. 


MEMBERSHIP 


Present membership in the Society stands at 1418. It 
is the hope of the central office of the Society that a new 
record of more than 1500 may be established this year 
and thus any assistance the county medical societies or 
members can give in this direction, will be greatly ap. 
preciated. 


DEFENSE 


Information was received that the American Bar As- 
sociation has ruled the defense plan of the Ohio State 
Medical Association an unlawful practice of law. Ohio 
has, therefore, discontinued its provision of defense 
assistance. 

Study is being given at the present time as to whether 
this ruling will affect the Kansas plan. 


PAY 


W. W. COOPER, Altoona, Kansas 


Another action has been filed against W. H. Wray, 
Salina, Kansas, also an unlicensed practitioner who 
purports to be a specialist on tuberculosis. 

A further action is pending in the District Court of 
Manhattan against Gus A. Salley, a licensed osteopath. 
This action is for the purpose of testing out the right 
and privilege of an osteopath to practice medicine and 
surgery. 

A similar action against B. L. Gleason was filed direct 
in the Supreme Court on June 2. 

It is hoped that the decisions in these cases will settle 
many problems of law that have not yet been determined 
by the courts. 


SALES TAX 


A descriptive bulletin outlining the obligation of 
physicians under the new Kansas sales tax was for- 


warded to all members on May 27. 
In accordance with rules and regulations adopted by 


the Kansas Tax Commission physicians will usually be 


COUNTY SOCIETIES 


The regular meeting of the Clay County Medical 
Society was held in Clay Center on, May 19. An illu- 
strated lecture on ‘‘Pathological Chest Conditions’ was 
given by Dr. L. E. Peckenschneider of Halstead. 


Dr. F. H. Buckmaster, Dodge City, was elected as 
secretary of the Ford County Medical Society to fill the 
vacancy left by Dr. C. L. Hooper, at a meeting of that 
society on May 14. Dr. C. A. Hellwig and Dr. V. L. 
Pauley, of Wichita, spoke, respectively, on ‘‘Colloid of 
Toxic Goiter’’, and ‘‘Classification of Goiter’’. 


The Meade-Seward County Medical Society met in 
Liberal on May 7. Guest speakers on the program were 
Dr. J. R. Lemmon and Dr. J. W. Hendrick, both of 
Amarillo, Texas. Dr. Lemmon spoke on ‘‘Pylorospasm” 
and Dr. Hendrick spoke on ‘‘Pelvic Pains’’. 


Approximately thirty members and guests attended a 
dinner-meeting of the Pratt County Medical Society held 
in Pratt on May 28, at the Roberts Hotel. Dr. Norman 
Reider, Topeka, and Dr. W. F. Bernstorf, Winfield, were 
the principal speakers on the program. Their topics 
were respectively, ‘Brain Tumor’ and ‘‘Value and Indi- 
cations for Sedimentation Test’’. 


Election of officers was the main order of business at 
a meeting of the Sedgwick County Medical Society in 
Wichita on May 18. The following physicians were 
elected to serve for the coming year: Dr. G. B. Morti- 
son, President; Dr. F. J. McEwen, vice-president; Dr. 
Earl L. Mills, secretary; Dr. H. R. Hodson, treasurer; 
and Dr. J. W. Cheney, censor. 


A meeting of the Washington County Medical Society 
was held in Washington on May 11. Dr. F. R. Croson, 
Clay Center, Dr. J. L. Lattimore, Topeka, and Clarence 
Munns were the guest speakers. 
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LOBAR 


“Rest For Outdoor Wear” 
AND THE REASONS WHY 


It is one thing to say a lens is “best for outdoor 
wear’— another to prove it. Yet Calobar supplies its 
own proof — nine excellent reasons: 


A genuine absorotive lens. 


AMERICAN OPTICAL 


LENSES 


Constant scientific properties which 
can be definitely charted. 


Screens out ultra-violet and infra-red 
rays. 


In three shades to reduce visible trans- 
mission as required to assure eye 
comfort. 


= 


Does not alter color values. 


Point) of maximum transmission 
(yellow-green) coincides with point of 
maximum sensitivity of the eye. 


Green color of lens pleasant visually. 


Available for prescription lenses. 


Approved and adopted by the U. S. 
War Department for Aviation lenses. 


co cn 


16,000 


ethic 


prac 


insurance. 


carry more than 48,000 policies in 
these Associations whose member- 
ship is strictly limited to Physicians, 
Surgeons and Dentists. These Doc- 
tors save approximately 50% in the 
cost of their health and accident 


Since 1902 


titioners 


5,000 Assets 


Send for ap-— 
Plication for 
membership 
in these pure— 
ly profession— 
al Associa— 
tions. 


Since 1912 


$200,000 Deposited 
with the State of Nebraska 


for the protection of our members 
residing in every State in the U.S.A. 


PHYSICIANS CASUALTY 
ASSOCIATION 


PHYSICIANS HEALTH 
ASSOCIATION 


400 First National Bank Building 
OMAHA - - - NEBRASKA 


OFFERED TO THE 
PROFESSIONAL MAN 


Begin Now To Build 
an Annuity or Endow- 
ment Insurance Pro- 
gram To Meet Your 
Future Needs. 


Gordon P. Case 


INSURANCE 


407-9-11 CENTRAL BUILDING 
TOPEKA, KANSAS PHONE: 8890 


Write or phone for details . . . mo obligation 
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The Wilson County Medical Society held a dinner- 
meeting in Altoona on May 10. 


The regular monthly meeting of the Wyandotte County 
Medical Society was held in Kansas City on May 18. The 
program was as follows: Dr. H. R. Wahl, Pathological 
Conference; ‘‘Bronchogenic Carcinoma’, Dr. W. W. 
Summerville; ‘‘Radiology of Bronchogenic Carcinoma”’, 
Dr. G. M. Tice. 


MEMBERS 

Dr. Fred E. Angle, Kansas City, Kansas, left in May 
for a three-month’s trip to Europe. Dr. Angle's itinerary 
through the principal cities and capitals of fourteen 
European countries is designed in accordance with a 
definite purpose to visit medical clinics, which will fit 
in with his special research hobby, the study of undulant 
fever. He has arranged his trip through International 
Clinics, an organized annual travel tour for physicians. 
About fifty doctors will be in the party. They will have 
special meetings on board ship and after landing abroad 
will follow an intensive tour for a month that will take 
them to clinics in twelve important cities. 


Dr. J. C. Cole, formerly of St. Marys, has estab- 
lished a full-time office in Emmett. 


Dr. E. R. Core, Bird City, has left for Mount Upton, 
New York, where he will remain for about six months. 
Dr. Otis True, Hays, is taking over Dr. Core’s practice 
in Bird City. 

Dr. Raymond Gelvin, Concordia, was elected presi- 
dent of the St. Joseph Hospital staff at the annual meet- 
ing April 29. Dr. G. E. Martin was elected vice- 
president, and Dr. Richard Kiene, secretary-treasurer. 


Dr. R. H. Moser, Westmoreland, has recently moved 
to Holton, where he has gone into partnership with 
his brother, Dr. E. C. Moser. Dr. Thomas Dechairo, 
University of Kansas School of Medicine, will arrive in 
Westmoreland in June to take over Dr. Moser’s practice. 
Dr. W. T. Creviston, Olsburg, has been appointed county 
health officer in place of Dr. Moser. 


New staff officers of St. John’s hospital, Salina, elected 
April 25 are Dr. H. E. Neptune, president; Dr. Charles 
M. Jenney, first vice-president; Dr. W. R. Dillingham, 
second vice-president; Dr. C. W. Armstrong, secretary 
and Dr. J. K. Harvey, treasurer, all of Salina. 


Dr. Thomas G. Orr, University of Kansas School of 
Medicine, has been elected to membership in the Inter- 
national Society of Surgery. 


Dr. H. H. Olson, Wichita, was one of 119 physicians 
of the United States and Canada elected to associate 
membership of the American College of Physicians, in 
the conference at St. Louis. Two other Kansans, Dr. 
Philip W. Morgan, Emporia, and Dr. Frank A. Trump, 
Ottawa, were elevated to fellowships. 


Dr. Leo V. Turgeon, Wilson, has been appointed to 
the State Board of Administration by Governor Walter 
A. Huxman. 


New members of the Menninger Clinic Staff, Topeka, 
Kansas, include Dr. Joseph Pessin from the Los Angeles 
County General Hospital, who received his Ph.D. degree 
from the University of Wisconsin and his medical degree 
from the University of Chicago Medical School; Dr. 
Robert T. Morse, who was resident physician in the 
Palmer House, Chicago, and who received his medical 


degree from Northwestern University Medical School; 
and Dr. Eugene Eisner from the Milwaukee Children’s 
Hospital, who received his medical degree from Bellevue 
Medical College, New York City. 


UNEMPLOYMENT COMPENSATION 


The Unemployment Compensation Division of the 
Kansas Commission of Labor and Industry has recently 
forwarded questionnaires and descriptive data concerning 
unemployment compensation under the Social Security 
Act to all employers in the state. 

The Kansas Unemployment Compensation Act pro- 
vides that all employers of eight or more persons must 
make contributions to the state compensation fund. Em. 
ployers of less than eight persons are privileged to make 
voluntary contributions if they desire, but are not com- 
pelled to do so. 

Physicians as a whole will not be affected by the com- 
pulsory provisions of the Act inasmuch as they usually 
do not employ eight or more persons. However, each 
physician receiving a questionnaire from the Unemploy- 
ment Compensation Division must complete and return 
the form inasmuch as the Division is legally entitled to 
request information of this kind. 


DEATH NOTICES 


Dr. Frank W. Emery, retired Wichita and Winfield 
physician, died at his home in Wichita on April 9. Born 
in Lawrence, Kansas, Dr. Emery was a graduate of the 
University Medical College at Kansas City. He rose to 
prominence at Winfield during the World War as a 
member of the Medical Board of Examiners for recruits. 
He practiced medicine at Winfield twenty years prior to 
going to Wichita in 1920. He had also practiced in 
Kansas City, Missouri, several years. Dr. Emery was a 
member of the Sedgwick County Medical Society. 


Dr. Henry Benton Johnson, 66 years of age, died May 
7 from a heart attack, at his home in Pomona. He was 
born on a farm near Jacksonville, Illinois, on February 
27, 1871, attended Baker University at Baldwin for 
three years, and in 1898 went to Chicago to enter Rush 
Medical College. In 1902, Dr. Johnson returned to 
Pomona where he practiced for thirty-five years. He was 
a member of the Franklin County Medical Society. 


Dr. James M. Scott, 44 years of age, died at his home 
in Topeka on May 13. Born in 1893, he was a native 
of Smith County and lived for several years in Lebanon. 
During the last several years, however, he had made his 
home in Mankato. Early in his first term Ex-Governor 
Alf. M. Landon appointed Dr. Scott as chairman of the 
State Board of Administration and he was continued in 
service after Governor Walter Huxman was inaugurated. 
He was a member of the Smith County Medical Society. 


Dr. Clive Sidney McGinnis, 69 years of age, died at his 
home in Parsons on May 14. He was born in 1877, at St. 
Louis, Missouri. Before going to Parsons in 1920 Dr. 
McGinnis served in the Katy railroad hospital service, 
first at Sedalia, Missouri, and then in Parsons. In 1923 
he was appointed superintendent of the State Hospital 
for Epileptics at Parsons. He was a graduate of Wash- 
ington University Medical School, St. Louis, and was an 
interne at St. Mary’s infirmary two years before going 
into private practice at Houston, Texas. After two years 
of practice he entered the Katy hospital service. He was 
a member of the Labette County Medical Society. 
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AUXILIARY 


Edited by Mrs. W. G. Emery, Press Publicity Chairman 


At the state convention held in Topeka May 4 to 6 in- 
-clusive we had a good attendance. Mrs. J. Theron Hunter, 
General Chairman, and her helpers deserve a vote of 
thanks for making our stay so pleasant. It was a privilege 
and an honor to have as guest speaker, our national 
Vice-President, Mrs. David S. Long. Her inspiring 
message left us with a challenge to push on to still greater 
heights the next twelve months. We will always cherish 
the memory of the joyous day she spent with us, sharing 
in the promotion of a great cause. 

It is very encouraging to know that in this great work 
we have the whole hearted interest and active cooperation 
of such a large number of women who are willing to 
give their time and energy unselfishly, working for the 
ideals for which this organization stands. 

There is always a pleasure in accomplishment and 
gratification in the thought that we have, by conscientious 
effort, reached the completion of our year’s work. 

The main objectives that have been emphasized this 
year have been the importance of the auxiliary members 
educating themselves along health matters in order to 
extend authentic information on health. 

Saline and Cloud counties were organized in March. 
The climax of my administration came with the or- 
ganization of the Women’s Auxiliary to the Shawnee 
County Medical Society in Topeka on April 26. We 
are indeed very happy to have these splendid groups 
added to the state. 

The success attained is sufficient evidence of the splen- 
did cooperation the state organization received from the 
counties. 

To the best of my knowledge I have answered every 
letter that has come to me. I have sent out all routine 
correspondence such as letters to my official family and 
calls for meetings. I have attempted to answer in some 
manner all questions within my authority. I have written 
a President's message, with the exception of one, every 
month for the State Medical Journal. 

No action of major importance has been taken with- 
out consulting the advisory chairman, Dr. E. J. Nodurfth. 

To Dr. Snyder, President of the Kansas Medical 
Society, Dr. Nodurfth and Mr. Munns, I extend my 
warmest gratitude and appreciation for their support. 

A year ago as I stood at the threshold of a new ex- 
perience, I promised to fulfill the duties as your leader 
to the best of my ability. In a logical and constructive 
manner I have endeavored to be sincere and understanding 
in my contacts with our members and administer faith- 
fully the work of the auxiliary. 

I know the support that has been accorded me the 
past year will be extended to Mrs. Urie next year. Her 
knowledge and understanding of auxiliary work will 
add much to the vision and progress of achievements in 
the auxiliary field. 

Mrs. L. B. Gloyne, Retiring President. 


PRESIDENT’S MESSAGE 


Another page in the history of the Women’s Auxiliary 
to the American Medical Association has been turned. 
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Another year of successful achievement has come to a 
close. Another milestone in the march of progress made 
by the organized woman power of the American Medical 
Association has been passed, and another foundation stone 
has been firmly placed on which to build an organization 
as far reaching in its scope as its needs may ever become. 

How strong our first leaders were is evidenced by the 
steady and strong growth of our organization in the 
short time that has elapsed since its inception. We are 
fortunate in having so many of them with us today to 
inspire us and to lend their keen judgment and calm 
counsel when problems arise. 

In assuming the duties and responsibilities of president 
of the Women’s Auxiliary, I am deeply conscious of the 
fact that; to follow one who has so thoroughly proved 
her worth may be a very grave disadvantage in that to 
live up to the high standards set by her efficiency may be a 
big task. Another view might be that she, together with 
other capable presidents who have preceded her, have set 
the stage for carrying out the program of the year is 
all that is necessary. Neither view is exactly true. 

The beginning of each Auxiliary year is as a new 
day, bringing its own problems and possibilities, its new 
obstacles to be overcome and new victories to be won. 

Should you be asked what is the major objective of 
the Women’s Auxiliary, unhesitatingly you would answer, 
“To interpret intelligently to the laity the underlying 
purpose of the American Medical Association.’’ If asked 
how, you could not so readily answer. For thereby 
hangs the story and therein lies the problem to be solved 
by the Auxiliary, as guided by the advisory council. 

We are told that ‘‘after man came woman,” and 
history has proven she has been ‘‘after him’’ ever since. 
However, today, in the onward and upward movement 
of womankind, we as doctors’ wives pride ourselves not 
in following after but in keeping abreast or in step with 
our husbands in their effort to advance health and health 
education. 

The study of health is the most vital subject of the 
entire Auxiliary program, since it relates and integrates 
every phase of life—living. We use the term living, be- 
cause it is continually moving, changing, acting and re- 
acting. 

Through the daily press, numerous periodicals and 
radio, volumes of information concerning medical science 
are regularly brought to the mind of the public, even 
the remote sections of the country. It should be the 
purpose of the Auxiliary members, individually, to keep 
so informed regarding the art and practice of her husband's 
profession that she will readily recognize whether the lay 
mind is being informed or misinformed. We need a 
correct answer every day, to keep some lay person or 
group on the right track in regard to the medical pro- 
fession. 

Each member should be helping herself to the material 
on her husband's desk. It costs you nothing. and is there 
for the asking. Almost every state journal is full of the 
latest information that you and I should be reenforcing 
our minds with. It has been said again and again we 
cannot teach others when we ourselves lack knowledge. 
Repetition does not lessen the truth of this statement. 

Everybody should make Hygeia a regular monthly diet. 
You just cannot exist in an Auxiliary way without it. 
Your influence in urging its use in any and every con- 
ceivable way by the lay public will repay you and yours 
a hundred ways. I plan to make no radical changes in 
any department of our work. 

Service to the men in our individual county is our 
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X-RAY—RADIUM 
COMPLETE CLINICAL 
LABORATORY 


JOHNSON HOSPITAL 


CHANUTE, KANSAS 


The Isle Company 
Announces— 


Completely remodeled quarters. Additional 
space, now occupy entire second floor of the 
Rieger Building. 
Fitting rooms attractively arranged to serve 
your patients promptly. 
ARTIFICIAL LIMBS—ORTHOPEDIC 
APPLIANCES 


Behind 
MeERcUROCHROME 


isa background of 


Precise manufacturing methods in- 
suring uniformity 


Controlled laboratory investigation 


Chemical and biological control of 
each lot produced 


Extensive clinical application 


Thirteen years’ acceptance by the 
Council of Pharmacy and Chem- 


istry of the American Medical 
Association 


A booklet summarizing the impor- 
tant reports on Mercurochrome and 
describing its various uses will be 


THE W. E. ISLE COMPANY sent to physicians on request. 
1121 Grand Ave., Victor 2350 


KANSAS CITY, MO., Hynson, Westcott & Dunning, Inc. 


BALTIMORE, MARYLAND 


Heute maintain the standards of your Profession by 
always referring your patients with indications of eye strain 


to an Oculist. 


Lancaster Optical 
Company 


Designers and makers of Glasses to meet the exacting require- 
ments of the Eye, or Eye, Ear, Nose and Throat Physician 


1114 Grand Ave., Third Floor VI. 5087 


KANSAS CITY, MO. 
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keynote. For the mutual benefit of every one on our 
membership list, let the press and publicity department 
have your choice bits of work, your plans and your ac- 
complishments. 

It seems rather unnecessary to remark that the organi- 
zation work must be continued. 

Build up a listening audience for the A. M. A. broad- 
cast. In the matter of legislation touching the medical 
profession not only physicians’ wives but every woman 
should be informed. One more point to stress—before 
undertaking to solve any problems always consult your 
advisory council, both state and county. 

I earnestly bespeak your cooperation for this coming 
year, for without your aid I can expect only failure. 

We believe that the spirit of the Auxiliary service lies 
in the ability to be human in all things, to know what 
to do and do it cheerfully, and to keep everlastingly at 
it until the job is finished. Then in analyzing the 
question of how much have I helped, we become aware 
of how much we have been helped. In this connection 
there comes to mind the old Hindu proverb, ‘‘Help thou 
thy brother's boat across, and lo, thine own hath reached 
the shore.”’ 


CLASSIFIED ADVERTISEMENTS 


MORPHINE AND OTHER DRUG ADDICTIONS 
—Selected patients who wish to make good and 
learn how to keep well; methods easy, regular, 
humane. 28 years’ experience. Dr. Weirick’s 
Sanitarium, 162 South State St., Elgin, Il. 


FOR RENT OR LEASE—Kansas--Perfertcly fur- 
nished offices with attached five-bed hospital. 
Fully equipped operating and x-ray rooms. Very 
small incorporated town with all utilities, ac- 
credited high school. Large surrounding territory 
with no hospital competition. Write Harold J. 
Chapman, M.D., 1770 No. Vermont, Hollywood, 
California. 


Fairmount Maternity Hospital 


FIREPROOF 
Offering ethical maternity services 
to unmarried women needing se— 

lusi i d by city and 
state over 25 years. Adoptions. 
Write for catalogue. 


1414 East 27th St. Kansas City, Mo. 
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April 27 the Labette County Auxiliary entertained 
Mrs. L. B. Gloyne, State President, at the home of Mrs, 
T. D. Blasdel. Mrs. G. W. Hay presented a paper, ‘“The 
Germ We Live With.’’ At the close of the meeting Dr, 
and Mrs. Blasdel entertained with a buffet supper for 
members of the Labette County Medical Society and 
several out-of-town guests. Mrs. Mirl Ruble and Mrs, 
N. C. Morrow presided at the beautifully appointed table, 


Since the months of June, July and August are 


‘ yacation months and during this time there is more 


planning than activity in Auxiliary circles the Press- 
Publicity chairman will not have a great deal of news to 
present, although some of the auxiliaries meet every 
month. She plans, however, to keep up the Auxiliary 
page with matter which she hopes may be suggestive 
and helpful. 


PROFESSIONAL PROTECTION 


INCE 1899 
PECIALIZED 


A DOCTOR SAYS: 


“Your organization, I feel, has again lived 
up to its promises. The protection that your 
Company offers to the honest and conscientious 
practitioner is a wonderful safeguard against 
unfair litigation.” 


Our ALCOHOLIC treatment destroys the Crav- 
ing, restores the appetite and sleep, and rebuilds 
the physical and nervous condition of the patient. 
Whiskey withdrawn gradually; no limit on the 
amount necessary to prevent or relieve delirium. 

MENTAL patients have every comfort that 
their home affords. 

Select cases of SENILITY accepted. 


Rates and Folder 
on Request 


—— A Modern Ethical Hospital at Louisville a 
Drug Addiction Founded 1904 Nervous Diseases 


Beautiful And Spacious Grounds Afford Outdoor Relaxation 


Consulting Physicians. 
THE STOKES HOSPITAL 


Rates and Folder on request 
E. W. STOKES, M.D., Medical Director, 923 Cherokee Road, Louisville, Ky. 


The DRUG treatment is one of Gradual Re- 
duction; it relieves the constipation, restores the 
appetite and sleep; withdrawal pains are absent. 
No Hyoscine or rapid withdrawal methods used 
unless patient desires same. 

NERVOUS patients are accepted by us for 
observation and diagnosis, as well as treatment. 

Physiotherapy—Clinical Laboratory—X-Ray. 


Telephone, 
Highland 2101 


: 280 
SS 
| 
OF FORT WAYNE, INDIANA 


JUNE, 1937 


supply the bag; 
supply the office 


No physician knows, when he 
starts his day, what critical situ- 
ations will confront him. Because 
this product is essentially an 
emergency remedy, many physi- 
cians make a practice of keeping 
at hand at all times a supply of 
Adrenalin Chloride Solution 
1:1000 (the Parke-Davis brand 
of Solution of Epinephrine Hy- 
drochloride U.S.P.). 


Medical men and women 


throughout the world have 
been relying on the original 
Parke-Davis product every 
hour of the day and night for 
thirty-five years; and the re- 
sources and personnel of the 
Parke, Davis & Co. labora- 
tories of today are pledged to 
maintain its unvarying depend- 
ability. A request will bring the 
booklet “Adrenalin in Medicine” 
by return mail. 


PARKE DAVTS 
&® COMPANY 
Home Offices and Laboratories— Detroit, Michigan 


CHICAGO CINCINNATI DALLAS’ INDIANAPOLIS 
PHILADELPHIA PITTSBURGH 
SEATTLE 


BOSTON BUFFALO 
NEW ORLEANS 


SAN FRANCISCO 


ATLANTA BALTIMORE 
KANSAS CITY MINNEAPOLIS 


ST. LOUIS 


NEW YORK 
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American Can Company . . m 
American Optical Company . : 
Balyeat Hay Fever & Asthma Clinic 
Capper Printing Company .... . 
Case, Gordon P. . 


Corn Products Refining Company 
Fairmount Maternity — 
Grandview Sanitarium . . 


Hanicke Mfg. Company, P. Ww. : 
Hynson, Westcott & Dunning . 
Isle Company, The W. E. . . . 
Jayhawk Hotel .. . 
Johnson Hospital 

Kansan Hotel . . 

Lancaster Optical Company 
Lattimore Laboratories 
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. 273 Merck & Company . ‘ 

Chesterfield Cigarettes . . . . . XVI Oakwood Sanitarium J 

. . XV Parke, Davis & Company 

. 280 Physicians Casualty Association . 

. . . . . « IX Prescription Pharmacies 

Hanger, Inc., J. E. . . ... . . . Radium & Radon Corporation 


| 279 Robinson Clinic, The 
Squibb & Sons, E. R. 
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NEUROLOGICAL 
HOSPITAL 


Twenty—Seventh and The Paseo 
Kansas City, Missouri 
Modern Hospitalization of 
Nervous and Mental Ill- 


nesses, Alcoholism and Drug 
Addiction. 


THE ROBINSON CLINIC 
G. WILSE ROBINSON, M.D. 
G. WILSE ROBINSON, Jr., M.D. 


Established Since 1861 


J. E. HANGER, INCORPORATED am 


AMERICAN 
ARTIFICIAL LEGS AND ARMS (et 
RGEONS 
Crutches and Canes, Invalid chairs for sale or rent wat, 
Kansas City, Kan. Oklahoma City, Oklahoma. St. Louis, Mo. ™ —— ~ 
905 N. 6th St. Continental Building 1912-1914 Olive St. 
Phone Drexel 0298 107 Northwest Second Street CEntral 1089 


PRESCRIPTION PHARMACIES 


M. MAC GREGOR 


PRESCRIPTIONS PHYSICIANS’ SUPPLIES 


DRexel 1253 
907 N. 7th Street—Huron Building 


Kansas City, Kansas 


THE KANSAN DRUG CO. 
716 Kansas Ave. 


PRESCRIPTION PHARMACISTS 


DRISKO-HALE DRUG CO. 
DRUG AND HOSPITAL SUPPLIES 


Phone 9263 
704 Kansas Ave. 


Topeka, Kansas | | Topeka Kansas 
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[Dr SMITH] 


= economic conditions are 
returning babies to private practice. 
Encourage it. 

The doctor knows his practice, the 
mother her economies. When the in- 
fant feeding materials prescribed are 
within the reach of every budget, 
mothers will appreciate the physician 
and babies will thrive. 

Karo is a most economical milk- 
modifier. It consists of dextrins, malt- 
ose and dextrose (with a small per- 
centaze of sucrose added for flavor ) 
and is suitable for every formula. 

A iablespoon of Karo gives twice 


the number of calories (60) in com- 


INFANT FEEDING PRACTICE 


should be in 
the private 


doctor’s 


oflice 


parison with a tablespoon of any 


powdered maltose-dextrins- dextrose, 
including Karo powdered. Karo is 
well tolerated, highly digestible, not 
readily fermentable and effectively 


utilized by infants. 


For further information, write 


CORN PRODUCTS SALES COMPANY 
Dept. SJ-6 17 Battery Place, New York, N. Y. 


AmERICANT 
( MEDICAL | 
SSN. y 


*In‘ant feeding practice is primarily the concern of the physician, therefore, 


Karo for infant feeding is advertised to the Medical Profession exclusively. 
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